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Incidence of rheumatic diseases in this country is 
so high that only a small proportion of cases come 
to the attention of specialists. In most instances 
responsibility for diagnosis and treatment remains in 
the hands of family physicians. It is of utmost impor- 
tance, therefore, for general practitioners to have an 
understanding of these diseases sufficient to aid in 
preventing the dreaded physical and mental crippling 
which often result in poorly handled or neglected cases. 

In the past a cause of much confusion has been a 
complicated nomenclature and mysterious classifications 
employed for these diseases. Causes of the most impor- 
tant chronic rheumatic diseases still remain unknown, 
and consequently their designations and classification 
cannot be simplified. As a result of this confusion, 
roentgenologists report their observations in terms 
descriptive of altered appearances, but terms which they 
employ are often different from those which serve 
the practitioner in his daily work. Pathologists often 
report observations in terms which have a morpho- 
logic significance, describing alterations in gross and 
microscopic appearances of tissues, but these terms also 
frequently differ from those familiar to clinicians. 
European writers commonly discuss these diseases 
using designations which differ from those used in 
America. 

To some extent, this confusion will probably continue 
until research has disclosed presently unknown causes 
for rheumatic diseases. Until that time, however, it 
would be very useful if uniform terms could be 
employed by all who deal with patients with rheumatic 
disease. 

A committee on classification of the American Rheu- 
matism Association has been laboring for a decade 
with this problem and, although still dissatisfied with 
results of its work, has recently prepared a classification 
recommended for inclusion in the “Standard Nomen- 
clature of Disease” (outline). Only a small proportion 
of the hundred or more conditions which are included 
among “rheumatic” diseases are mentioned. However, 
as little can be gained by subclassification of many 
unknowns, subclassifications have been omitted. Many 
rare diseases are not mentioned. In its present form, 
she list provides usable terms for a majority of cases 
encountered during usual clinical work. 


From the Department of Medicine, Michael Reese Hospital. 
Read at the Interim Session of the American Medical Association, St. 
Louis, Nov. 30, 1948. ; 


_ The following material reviews briefly some innova- 
tions in diagnostic and therapeutic aspects of several 
important rheumatic diseases. 


SPECIFIC ARTHRITIS 

From a numerical point of view, specific forms of 
arthritis constitute only a small proportion of “run 
of the mill” cases of arthritis. Most commonly encoun- 
tered are gonorrheal arthritis, tuberculous arthritis and 
arthritis associated with streptococcic and staphylococ- 
cic infections. Arthritis of syphilis, pneumococcic 
infections, meningitis, brucellosis and typhoid are rare 
today. Articular disorders associated with coccidioido- 
mycosis, although not often encountered, appear to be 
spreading in America. 

Gonorrheal Arthritis—Among the specific forms of 
arthritis, instances resulting from gonorrheal infection 
continue to hold an important place. The incidence 
of gonorrheal arthritis is decreasing significantly since 
discovery of sulfonamide drugs and penicillin but 
is still notable, and this must be kept in mind when 
one encounters acute arthritis in adults. 

The laboratory may play only a supportive role in 
establishing this diagnosis in many instances. Prompt 
recognition more often depends on knowledge of the 
life history of gonorrheal arthritis than on laboratory 
reports. If this disease is not recognized promptly 
and if allowed to progress through its “normal” evo- 
lution, it ordinarily takes the form of acute poly- 
arthritis. Less frequently arthralgias occur without 
actual synovial cartilaginous or osseous invasion. 
Affected patients are usually febrile at the onset, and 
the disease is often ushered in with a chill. The 
articular phenomena are generally migratory, as in 
rheumatic fever. 

As a rule, a physician must be satisfied with a pre- 
sumptive diagnosis of gonorrheal arthritis, a diagnosis 


‘ based on analysis of behavior of the articular disease 


together with identification of Neisseria in genital secre- 
tions. Certification of the diagnosis in every instance 
by identification of Neisseria in articular exudates is 
impossible, since infection of intra-articular exudates 
occurs in only a fourth to a third of the cases. Neisseria 
are evidently excluded from synovial fluid in conse- 
quence of.a barrier action of synovial lining membranes. — 

If a diagnosis of gonorrheal arthritis has been cor- 
rectly made, the disease should be cured promptly 
by adequate doses of penicillin, Supposed failures of 
penicillin therapy in gonorrheal arthritis often reflect 
merely a lack of appreciation of the effectiveness of 
gonorrheal infection in stirring up latent rheumatoid 
arthritis or provoking its onset. “Penicillin-resistant 
gonorrheal arthritis” often proves to be rheumatoid 
arthritis provoked to activity by the gonorrhea. Not 
even millions of units of penicillin will significantly 
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after the articular disease in such cases. Articular biop- 
sies in these instances reveal changes characteristic of 
rheumatoid arthritis. 

Tuberculous Arthritis—The problem of tuberculous 
arthritis is important today despite a falling incidence 
of this disease since the beginning of the century. 
Among a series of 4,252 tuberculous patients reported 
recently were 160 (3.8 per cent) ? with tuberculosis of 
bones or joints. 

One should search carefully for tuberculosis else- 
where in each patient with articular tuberculosis. 
However, additional visceral lesions cannot be identified 
in approximately a third to a half of the cases. Tuber- 
culosis of joints is classically a monoarticular disorder, 
but more than one articular or osseous region may be 
affected; thus the disease was polyarticular in 28 per 
cent of adult cases, and in 35 per cent of children in 
the series reported by Rosencrantz and his associates. 


Classification of Arthritic Diseases 


— 


. Arthritis due to specific infection. 
when known. 


Specify organism 


2. Arthritis due to rheumatic fever. 

3. Arthritis, rheumatoid. Specify as multiple or of spine. 

4. Degenerative joint disease, multiple due to unknown 
cause; osteoarthritis. 

5. Arthritis due to direct trauma. 

6. Arthritis due to gout. 

7. Neurogenic arthropathy. 

8. New growths of joints. 

9. Hydrarthrosis, intermittent. 

10. Periarticular fibrositis. 

11. Diseases in which arthritis, arthropathy or arthralgia is 


frequently associated (diagnose disease, list joint manifes- 
tation as symptom) : 
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Acromegaly Ochronosis 

Acute disseminated lupus Osteochondritis dissecans 
erythematosus Osteochondromatosis 

Cyst of meniscus of knee Periarteritis nodosa 

Dermatomyositis Psoriasis 

Drug _ intoxication Pulmonary osteoarthrop- 
(specify) athy 


Erythema nodosum 
Erythema multiforme 


Purpura, various types 
Raynaud’s disease 


exudativum Reiter’s disease 
Hemophilia Scleroderma 
Hysteria Serum sickness 


As many as seven regions were affected in a single 
patient. 

The clinical picture which results when tuberculosis 
affects joints may be a nondescript one and may resem- 
ble notably the picture of rheumatoid arthritis. Pain 
and swelling together with stiffness and local heat 
may be observed. Atrophy of surrounding muscles may 
develop. The course may be indolent and may be 
associated with remissions and exacerbations, as in 
rheumatoid arthritis. Roentgenograms may not show 
characteristic changes, and absence of associated vis- 
ceral lesions may add to the confusion. Cutaneous 
tests may be of little value in adults, especially among 
city dwellers, of whom large numbers show positive 
reactions with or without other signs of clinical tuber- 
culosis. Negative cutaneous reactions have been 
observed in some proved cases. 

To establish the diagnosis, fluid from affected 
joints should be obtained for bacteriologic studies 


1. Rosencrantz, E.; ae A., x, - Bost, F. C.: An Analytical 
Study of Bone and Relation to Chronic Pulmonary 
Tuberculosis, J. Bone 23: 628-638, 1941. 
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wherever possible. Unfortunately, considerable periods 
of time may be required before results of guinea 
pig tests can be determined, and even guinea pig 
inoculations may occasionally yield negative results in 
proved cases of tuberculous arthritis. Biopsy of 
regional lymph nodes was recommended recently for 
diagnosis of tuberculous arthritis.2 Presumably this 
can be done when a patient fears to have a joint 
opened, but a normal observation may be inconclusive. 
By all odds, articular biopsy is the preferable pro- 
cedure. Consideration should be given to articular 
biopsy in all cases of chronic progressive atrophic or 
destructive type of arthritis in which but one joint is 
affected, and consideration should be given to biopsies 
in cases of polyarticular arthritis when factors are 
present which raise a suspicion of tuberculosis. Pres- 
ence of tuberculosis in other regions of the body, a 
strong family history of tuberculosis and involvement 
of tendovaginal sheaths are points which favor a pos- 
sibility of articular tuberculosis. 

The role which streptomycin may play in treatment 
of tuberculous arthritis is still uncertain. Earlier 
reports were pessimistic, but prolonged administration 
of streptomycin in doses of 1 Gm. every eight to twelve 
hours for three to four months favorably influenced 
the course of tuberculous arthritis in two thirds of the 
patients treated in this manner by Bickel and his 
associates.* Toxic reactions were fairly common, 
although with these doses it was rarely necessary to 
discontinue administration of the drug. 

Arthritis from Streptococcic or Staphylococcic Infec- 
tions.—Suppurative arthritis resulting from pyogenic 
organisms must be considered in the differential diag- 
nosis in all cases in which acute articular inflammation 
is found. Symptoms of suppurative arthritis are 
in general much severer than those of ordinary non- 
bacterial forms of arthritis, but the articular picture 
may be masked by the systemic reaction to suppuration. 

Among instances of suppurative arthritis from all 
causes, staphylococci are responsible for the infection 
in approximately 50 per cent of cases, hemolytic strep- 
tococci in 25 per cent and miscellaneous other organ- 
isms in the remainder. In a majority of the cases, 
articulations are infected as a result of extension from 
an adjacent focus of osteomyelitis, although in some 
instances the organisms metastasize to joints from dis- 
tant foci. Penetrating wounds are responsible in a few 
instances. 

A prompt and complete evacuation of infective effu- 
sions by repeated aspirations and lavage, or if neces- 
sary by incisions and drainage, was the aim of 
treatment ten years ago. Today, the ideal treatment 
is daily intramuscular and intra-articular injections of 
penicillin, supplemented by arthrotomy only if destruc- 
tion of the articulation is proceeding in spite of the 
antibiotic therapy. Early and adequate use of chemo- 
therapy and antibiotics usually serves to avoid need 
for incisions and drainage. 

Coccidioidal Arthritis—Coccidioidal arthritis must 
now be given serious consideration in differential diag- 
nosis of specific forms of arthritis encountered in this 
country. Though still a rare disease in most parts ot, 
the United States, coccidioidomycosis is being encoun- 


2. Gellman, M.: Regional eg ue Dicey, in the Diagnosis of Bone 
—_ Joint Tuberculosis, Bull. Schoo niv. Maryland 25: 135-149, 
Ww Biopsy Study of Lym- 

of Joints, M. J. 


ebster, R.: Studies in Tiherecissie: V. 
of Glands in the Diagnosis of Tuberculous Disease 
Australia 1: 160-166, 1942. 

treptomycin in rculosis of Bone oint, 
687 (June 19) 1948. 
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tered with increasing frequency. It is no longer merely 
a California disease. I have seen coccidioidomycosis in 
Minnesota, Arkansas and Illinois. 

The disease occurs in two stages, and in both articu- 
lar symptoms are frequently found. The first stage 
usually appears as a nondescript illness with features of 
influenza or pneumonitis. The mortality rate in the 
first stage is extremely low. About 2 to 5 per cent of 
the patients during this phase have articular pains 
which may resemble those of rheumatic fever and may 
take the form of acutely reddened and swollen joints. 
Erythema nodosum occurs commonly in this phase of 
the disease. 

In the vast majority of cases, nothing further devel- 
ops, but 1 in several hundred patients who are infected 
with the organism have progressive involvement of 
viscera, bones or joints. The articular involvement is 
readily mistaken for tuberculosis. The diagnosis must 
be made by culture of fluid aspirated from suspected 
articulations or, in doubtful cases, by articular biopsy. 
Specific remedies for this disease have not been devel- 
oped, and, as extension to other organs may result, 
amputation must be considered whenever necessary. 


RHEUMATOID ARTHRITIS 


Rheumatoid arthritis occurs at any age, being found 
in children, in mature adults and in the aged. The 
peak incidence is between the ages of 20 and 30. In 
usual cases, in which rheumatoid arthritis affects 
peripheral joints, it is not difficult to recognize. The 
affected articulations are often symmetrically involved. 
A degree of swelling of articular and _periarticular 
tissues becomes apparent early. Musele atrophy and 
some degree of constitutional debility tend to develop 
promptly. Characteristic complications include subcu- 
taneous nodules, vasomotor disturbances of the extremi- 
ties and uveitis. 

The arthritis is characteristically polyarticular, and 
its course is generally marked by an insidious onset 
and slow, though sometimes irregular, progression. In 
atypical cases, however, one may have considerable 
difficulty in distinguishing rheumatoid arthritis from 
other forms of joint disease. The involvement of joints 
may be sudden or violent, as in pyogenic infections. 
In some cases, articular involvement may be mono- 
articuiar for a long time, thus presenting one with 
the problem of distinguishing rheumatoid arthritis from 
tuberculosis or from articular involvement by neo- 
plasms. 

The laboratory may contribute little positive evidence 
to aid in the diagnosis of rheumatoid arthritis. One 
may expect to encounter hypochromic anemia, and the 
sedimentation rates and Schilling differential counts 
are frequently abnormal. These tests, however, are 
more useful for following the progress of the disease 
than for differential diagnosis, as each may be similarly 
abnormal in other diseases associated with articular 
inflammation. Increased titers of agglutinins against 
hemolytic streptococci are found in 50 to 80 per cent 
of cases, but this test has not found a popular place 
among the diagnostic procedures used in studying 
arthritis in this country. The test is difficult to per- 
form; interpretation of results is uncertain in some 
instances, and the result is not abnormal in a relatively 
high percentage of proved cases of rheumatoid 
arthritis. 

The roentgenologist may aid in the diagnosis of 
rheumatoid arthritis, but changes which he finds 
in an individual joint may at times be interpreted 
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only in terms of the clinical situation. Early stages of 
rheumatoid arthritis may not be associated with any 
roentgenographic disturbances, or only soft tissue 
swellings may be observed. As the disease progresses, 
further invasion of joints is reflected in narrowing 
of joint spaces resulting from destruction of articular 
cartilage. Finally, destruction of subchondral bone may 
occur. These changes, however, are not specific for 
rheumatoid arthritis, as similar changes can be 
observed in other forms of articular disease, for exam- 
ple in tuberculosis. 

When usual diagnostic procedures fail to clarify a 
diagnosis, the physician is justified in performing 
articular biopsy to establish the diagnosis of rheumatoid 
arthritis with certainty. Histologic changes encoun- 
tered in synovial membranes and in subcutaneous nod- 
ules of patients with rheumatoid arthritis are so 
distinctive that these are not readily mistaken for other 
common or rare forms of joint disease. 

The synovial membranes of rheumatoid arthritis are 
marked by hypertrophy of their elements, thickening of 
subsynovial tissues and proliferation and reduplication 
of the endothelial lining layer. Synovial villi become 
hypertrophied, and blood vessels throughout the lining 
and capsular tissues proliferate actively. In the imme- 
diate subendothelial layers, lymphocytes and _ other 
inflammatory cells proliferate actively, and in some 
regions lymphocytes collect in follicles. 

Subcutaneous nodules of rheumatoid arthritis are 
distinguished by central necrotic zones surrounded by 
reticuloendothelial cells arranged in a curiously pali- 
saded manner. Beyond this layer is a zone of inflamma- 
tory cellular reaction held together with a stroma of 
varying density. These features together create an 
appearance which is not found in subcutaneous nodules 
associated with other forms of articular disease. 

Diagnostic importance may also attach to the pres- 
ence of widespread inflammatory lesions in muscles of 
patients with rheumatoid arthritis. The significance of 
these lesions has been appreciated only recently.* Mus- 
cle lesions are found not only adjoining affected articu- 
lations but also in sites far removed from joints. 
Similar inflammatory nodules may be encountered in 
other disease, as in rheumatic fever, glomerulonephritis, 
tuberculosis lupus erythenratosus and perhaps many 
more. But this type of lesion is not found in the 
muscles of persons with primary fibrositis or in the 
psychoneurotic person who complains of articular pains. 

hen it has been studied more extensively, this 
muscle lesion may prove of value in direct diagnosis 
of rheumatoid arthritis. At present, an observation of 
this type of inflammatory myositis appears to have 
contributory value in the establishment of a diagnosis 
of rheumatoid arthritis. | 

It would, indeed, be a great pleasure to me if I 
could at this point discuss a new and effective remedy 
for rheumatoid arthritis. Unfortunately, new devel- 
opments in treatment of rheumatoid arthritis do 
not yet include a rapidly acting and specific remedy. 
Nevertheless, there can be no doubt that remedies have 
been evolved through years of patient clinical observa- 
tion which suffice for many cases. The best results 
obtained are not by application of any single measure, 
but from continuing intelligent application of a program 
of measures directed against the many abnormalities 
produced by rheumatoid arthritis. 


4. Freund, H. A.; Steiner, G.; Leichtentritt, 
— Polymyositis in Rheumatoid Arthritis, 


B., and i A. E.: 
Science 
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Since this paper was written and during the time 
that it was awaiting publication, Hench, Kendall, Slo- 
cumb and Polley * have announced their discovery of 
the effectiveness of “compound E” and of the adreno- 
corticotropic hormone of the pituitary gland in relieving 
symptoms of rheumatoid arthritis. Sufficient time has 
not yet elapsed to permit an evaluation of this discovery 
in terms of everyday treatment. Prospects appear hope- 
ful, however, that these measures may indeed be capable 
of practical clinical application within the near future. 

The outlook is not dark for every person with 
rheumatoid arthritis. In fact, the outcome is satisfac- 
tory in a majority of cases. A physician who undertakes 
the treatment of patients with rheumatoid arthritis 
should therefore approach this problem with a spirit of 
encouragement and with ‘a reasonable degree of 
optimism. 

It is important for physicians who undertake the care 
of patients with chronic arthritis to acquire a knowledge 
of these diseases which suffices to provide a reasonable 
degree of therapeutic resourcefulness. Problems which 
arise in the course of rheumatoid arthritis, for example, 
the tendency toward flexion deformities, excessive loss 
of body weight and progressive loss of ability to use 
extremities, require frequent changes in details of a 
therapeutic program. These complications must be rec- 
ognized early and counteracted. 

Time is required of the physician who would care for 
these patients. A person with rheumatoid arthritis gen- 
erally needs instruction regarding self treatment with 
physical therapy measures, and he must often have 
dietary supervision. These details may prove of great 
value in the determination of the quality of results 
obtained. 

A patient with rheumatoid arthritis who does no 
obtain this service from his physician will often fall 
into the hands of quacks and irregular practitioners, 
and it is precisely in this group of arthritic travelers 
that one encounters the most extreme deformities and 
severe destruction of affected joints. Care of the arthri- 
tic patient is a challenge and a responsibility for the 
regular physician. 

In addition to “common sense” measures, certain 
additional forms of therapy for rheumatoid arthritis 
require consideration. Among these, gold therapy is 
perhaps the most important at the moment. Today, 
after two decades of use of gold compounds in treat- 
ment of rheumatoid arthritis, opinions are still divided 
regarding its effectiveness. Certainly, many failures of 
gold therapy are encountered in each series of patients 
who are treated thereby. Unfortunately, it is in the 
most seriously affected persons, in those who are in 
greatest need of an ameliorating measure, that gold 
therapy often fails. Nevertheless, there is considerable 
evidence that gold can, in an unknown manner, lessen 
the progress of inflammatory lesions of rheumatoid 
arthritis in a considerable proportion of those who 
are treated. The situation does not permit of a more 
precise enumeration of the benefits which can 
derived from gold therapy today. With few exceptions, 
experienced American rheumatologists are continuing 
the use of gold preparations in the belief that results 
obtained therewith are better than those obtainable with 
any other single remedy. Gold is not justifiably used 
in the treatment of any other joint disease, with the 
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possible exception of psoriatic arthritis. Gold should 
not be administered if there is doubt as to the diagnosis 
of rheumatoid arthritis. 

A most important advance of the past few years in 
regard to rheumatoid arthritis has been discovery of 
the effectiveness of 2,3-dimercaptopropanol (BAL) in 
treatment of toxic reactions resulting from gold. Gran- 
ulopenia, exfoliative dermatitis, nephritis and thrombo- 
penic purpura have been successfully treated with this 
compound. It is still necessary to maintain a careful 
watch of patients who are being treated with gold 
preparations, but a physician may breathe somewhat 
more easily while administering gold with the knowl- 
edge that a remedy for toxicity is available if needed. 
Toxic reactions to gold have been the greatest barrier 
to its wider use, and, if further experience should bear 
out the apparent effectiveness of BAL, there may soon 
be a much more extensive use of gold. 

A variety of remedies introduced during the past 
two decades have had the common property of inducing 
vasodilatation in the extremities. Among these reme- 
dies are included bee venom, acetylcholine, nicotinic 
acid, neostigmine and physostigmine. Without excep- 
tion, these remedies have been discarded by a majority 
of experienced workers in this field. Copper salts, 
bismuth preparations and intravenously administered 
procaine hydrochloride are now being tested. None 
of these has shown great promise. Para-aminobenzoic 
acid and gentisic acid are also under study, but these 
cannot yet be appraised satisfactorily. 

Attempts to reproduce the ameliorating effects of 
jaundice and pregnancy on rheumatoid arthritis are 
still being studied. Results of a startling experiment 
conducted in Great Britain were published recently.® 
Under the direction of a committee of the British 
Research Council, 312 patients with rheumatoid arthri- 
tis were inoculated experimentally with exudates con- 
taining the virus of infectious hepatitis. The incidence 
of jaundice in the inoculated group was approximately 
10 per cent, and, among those in whom jaundice 
developed, an ameliorating effect of notable proportions 
was observed in about 75 per cent. This procedure 
is not ready for everyday clinical use, but the obser- 
vations of this study point toward the possibility of 
an early discovery of a quick-acting and _ effective 
remedy for rheumatoid arthritis. 

Results of treatment with transfusions of blood from 
pregnant women are still inconclusive. It seems doubt- 
ful that this measure will prove effective. The amelio- 
rating effect of pregnancy generally disappears within 
a few weeks or within a month or two following 
delivery, and it therefore seems doubtful that transfu- 
sion of small amounts of blood from pregnant women 
can influence permanently the course of this disease. 
However, the procedure is still being studied. 

_ The future may be bright for arthritic patients if 
ameliorating effects observed during jaundice and preg- 
nancy can be reproduced in some artificial manner, 


OSTEOARTHRITIS 
Osteoarthritis of the primary type is undoubtedly 
the most neglected of all serious chronic diseases. Its 
occurrence is widespread, and its results are often 
distressing. Although the deformities which result are 
not so extensive as those which occur in rheumatoid 


4a. Hench, P. S.; Kendall, E. C.; Slocumb, C. H., and Polley, H. F.: 
The Effect of a Hormone of the Adrenal Cortex (17-hydroxy-11-dehydro- 


corticosterone: Compound E) and of Pituitary Adrenocorticotropic Hor- 
mone on Rheumatoid Arthritis, Preliminary havent, Proc, Staff Meet., 
Mayo Clin. 24: 181-197, 1949. 


5. Gardener, F.; Stewart, A., and MacCallum, F. O.: Therapeutic 
Effect of Induced Jaundice in Rheumatoid Arthritis, B : : 


rit. M. J. 2: 677 
680, 1945. MacCallum, F. O., and Bradley, : Transmission of 


Infective Hepatitis to Human Volunteers, Letters to ‘the Editor, Lancet 
2: 228, 1944, 


4 


VoLuME 140 
NuMBER 9 


COMMON 
arthritis, nevertheless, this disease can be a serious 
crippler and cause intense misery. Osteoarthritis has 
generally been ascribed to wear and tear, and the 
changes which appear in affected joints are 

to be those expected from excessive use. How- 
ever, a good many features of osteoarthritis indicate 
that so simple an explanation does not suffice. Localiza- 
tion of the disease in terminal interphalangeal joints, or 
in one or another of the hip joints, and appearance of 
severe advanced forms of the disease among persons 
whose joints have not been exposed to excessive use 
are features which cannot readily be explained with 
the hypothesis of overuse. Changes comparable with 
those encountered in osteoarthritis may be found in 
persons affected with a rare biochemical abnormality 
known as ochronosis, thus suggesting that a metabolic 
disturbance and not simply wear and tear, may be at 
fault in osteoarthritis. 

In classic instances, distinction between osteoarthritis 
and rheumatoid arthritis is not difficult to make. A 
predilection for terminal joints of the fingers is 
characteristic of osteoarthritis, whereas proximal 
interphalangeal joints and the metacarpophalangeal 
joints are characteristically affected in rheumatoid 
arthritis. 

Osteoarthritis affecting larger joints, as for example 
knees, is rarely associated with frank effusions, in 
contrast to the situation in rheumatoid arthritis 
wherein effusions are commonly present. Muscular 
spasms and atrophy are not often present in osteo- 
arthritis, and a tendency to fusion of adjoining articula- 
tions is not observed. In vertebral osteoarthritis, 
despite formation of large spurs, fusion of adjoining 
vertebrae is not frequently seen; consequently, 
spinal ankylosis does not result. Systemic manifesta- 
tions are rare in osteoarthritis; there is generally no 
loss of weight attributable to this disease, and consti- 
tutional symptoms, such as anemia, poor appetite, hypo- 
tension, tachycardia, hyperhidrosis and other vasomotor 
disturbances, characteristically present in rheumatoid 
arthritis do not appear unless complications are present 
to account for them. 

Treatmert of osteoarthritis will always be limited 
by the poor powers of cartilage to heal. Nevertheless, 
treatment for this disease should be planned carefully, 
with a view to sparing the remaining effectiveness of 
involved joints. 

At present there is a renewal of interest in 
intraarticular injections for osteoarthritis. Crowe 
has recently recommended treatment of osteoarthritis 
by intra-articular injections of acid potassium phos- 
phate. Injections of lactic acid and of benzyl salicylate 
were also recommended recently. Testosterone pro- 
pionate has been used, presumably for its value 
in rejuvenating some tissue factors.’ These “new” 
measures have not been tested adequately and are not 
yet ready for general use. 

The ability of orthopedic surgeons to bring a measure 
of relief to patients with osteoarthritis should not be 
overlooked in a discussion of new developments in 
treatment for this disease. Removal of loose bodies, 
cheilotomy, patellectomy, arthrodesis and arthroplasties 
have an application in individual cases and, when prop- 
erly applied, may bring great relief. 


6. Crowe, H. W.: cpeamnent of Arthritis with Acid Potassium Phos- 
phate, Lancet 1: 563- 564, 194 

7. Gujral, M. L.: Uses m5 Testosterone Propionate: Review Together 
with Short Reports on Its Use in Senile Pruritus and Senile Arthritis in 
Males, Indian M. 77: 75-79, 1942. 
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Pain and stiffness resulting from osteoarthritis have 
been observed to disappear during jaundice, and it is 
therefore to be hoped that progress in application of 
the jaundice phenomenon to arthritis may bring relief 
also to sufferers from osteoarthritis. 


SUM MARY 

The observations which are reviewed in this paper 
emphasize the role of the family physician as one of 
great importance in the diagnosis and treatment of 
chronic rheumatism in the average patient. 

Included in chronic rheumatism are a great variety 
of disease processes, some of which result from recog- 
nizable bacterial infections, some from metabolic anoma- 
lies and some from the effects of trauma and excessive 
use. In addition, there are a large proportion in which 
causes remain unknown. 

The prospects for the arthritic patient are no longer 
hopeless. Steady advances in many fields of science 
are almost yearly providing increased hope for the 
sufferer from rheumatism, new tools for the practi- 
tioner and for the research worker and specific cures 
for some forms of rheumatic disease. 


RESUME OF SKIN DISEASES MOST COMMONLY 
SEEN IN GENERAL PRACTICE 


EVERETT C. FOX, M.D. 
and 


THOMAS L. SHIELDS, M.D. 
, Texas 


Crocker, Buckley, Pollitzer, Alderson and Reich, 
Gilman and other observers have presented interesting 
statistical studies of the incidence of common diseases 
of the skin. Goodman' and Sohrweide? have pub- 
lished statistical studies on more than 1,000,000 der- 
matologic diagnoses made in private and clinical 
practice. In these series of reports six common der- 
matoses have accounted for 44 to 64 per cent of all 
diagnoses. There have been some variations of the 
six most common dermatoses. Eczema and acne were 
the two most frequent diagnoses and usually repre- 
sented: about 30 per cent of the cases. In more recent 
years tinea (fungous infections) and dermatitis 
venenata (eczematous contact dermatitis) have become 
much more frequent diagnoses. These changes have 
occurred as more accurate diagnoses of the fungous 
infections were made and as atopic dermatitis, contact 
dermatitis and the occupational dermatoses were rec- 
ognized and removed from the eczema group. Sulz- 
berger and Baer * stated, “. the ten dermatoses 
most commonly seen in our private practice are: acne 
vulgaris, eczematous contact type dermatitis and other 
eczemas, seborrheic dermatitis, epidermophytosis of the 
feet and groins, pruritus (ani, vulvae, generalized), 
urticaria, atopic dermatitis, drug eruptions, psoriasis 
and lichen chronicus simplex circumscriptus (circum- 
scribed neurodermatitis ).” 

It is statistically proved and clinically observed 
that the ten most common skin diseases represent 


From the Department of Dermatology, Southwestern Medical College. 
Read at the Interim Session of the American Medical Association, St. 
a Dec. 1, 1948. 
Goodman, H.: Statistics of the Ten i Common Skin Diseases, 
agit Dermat. & Syph. 20: 186 (Aug.) 192 
2. Sohrweide, A. W.: Recent Dermatologic Diagnosis, 
pee = & Syph. 30: 260 (Aug.) 1934. 
Sulzberger, M. D., and Baer, R. The Year Book of 
as al Chicago, The Year Book Publishers, Inc., 1947, p. 24, 
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approximately 75 per cent of all the dermatoses. There- 
fore, the practitioner who is diagnostically and thera- 
peutically familiar with these ten common skin 
diseases would be able to prescribe adequately for the 
majority of dermatoses seen in his practice. 

The ten most common skin diseases are: (1) acne, 
(2) seborrheic dermatitis, (3) tinea (fungous infection 
of the scalp, body, groin, hands, feet, nails), (4) eczema 
(eczematous dermatitis, nummular eczema, infectious 
eczematoid dermatitis and atopic dermatitis), (5) der- 
matitis venenata (eczematous contact type dermatitis, 
occupational dermatoses), (6) impetigo, (7) scabies, 
(8) urticaria, (9) psoriasis and (10) pityriasis rosea. 

ACNE 

Acne is primarily a physiologic overactivity of the 
pilosebaceous system which is manifest as an oversecre- 
tion of sebum by the oil glands with follicular cornifica- 
tion and plugging, seen predominantly in adolescence. 
The primary lesion is a comedo or milium, which 
becomes inflamed and produces a papule and may pro- 
ceed to a pustular lesion, a deep nodule or a cystic 
lesion with scarring. Infection plays a very little part 
in the development of acne, and that only secondarily. 
The bacterial flora of the skin in patients with acne 
is the same as that of the skin in patients without 
acne and in similar numbers. 

The clinical variations of the disease represent indi- 
vidual reactions to the basic cause and may be changed 
or aggravated by many factors. Heredity, glandular 
activity of puberty, endocrine disturbances, intercurrent 
infections, anemia, use of iodides or bromides, dis- 
turbance of water balance, digestive and intestinal dys- 
functions, parasympathetic nervous hyperactivity and 
especially excessive fat intake may be of etiologic sig- 
nificance. 

Treatment must be varied depending on the many 
factors mentioned. The most important therapeutic 
measure is frequent cleansing with a nongreasy deter- 
gent at least once daily. Avoidance of all fatty and 
greasy applications and elimination of greasy foods from 
the diet are important general measures. 

Daily routine includes (1) soap and warm water 
cleansing twice daily, (2) removal of comedos, (3) use 
of resorcinol or sulfur lotion or paste at night, (4) low 
fat diet (eliminate chocolate), (5) intake of vitamin A, 
50,000 units one to three times daily, and (6) admin- 
istration of estrogens, thyroid or tuberculin, in special 
cases, with (7) roentgen therapy, 50 to 75 r once 
weekly for ten to twelve treatments, for the cases of 
severer disease with deep papules, pustules and cystic 
lesions, but preferably not until age 17, and (8) weekly 
shampoo. 

SEBORRHEIC DERMATITIS 

The term seborrhea is used to designate a type or 
variety of dermatoses associated with functional hyper- 
activity of the sebaceous glands. It is difficult accurately 
to evaluate the bacterial flora present in this type of 
oily skin, especially in the frequent secondary pyodermic 
infections. Many observers insist that the flask bacillus 
( Pityrosporum ovalae) is a causative factor. Seborrheic 
dermatitis may at times be aggravated by emotional 
disturbances. 

The frequent manifestations of seborrheic dermatitis 
of the scalp are generalized scaling, itching, folliculitis 
and loss of hair. The external ears and ear canals 
are frequent sites of scaling, itching, crusting and 
secondary pyoderma. Seborrheic dermatitis is probably 
the most common cause of itching of the external ear 
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canal. Erythematous dermatitis of the eyebrows, eye- 
lids, lid margins, nasolabial folds and at times about 
the hair line, cheeks, neck and center of the chest are 
often observed in seborrheic dermatitis. 

More extensive cases involve the axillas, the folds 
beneath the breasts, the umbilicus, groin, vulva and anal 
area. The eruption may at times become generalized, 
with extensive areas of erythematous and exudative 
dermatitis. 

The treatment in the acute phase consists of use of 
wet dressings and soothing emolients. Persistent lesions 
will usually respond to 3 per cent ammoniated mercury 
ointment or to combinations of sulfur, salicylic acid 
and tar ointments. Recalcitrant cases may respond to 
a few roentgen treatments of 50 to 75 r. 


TINEA 

The fungous infections of the skin considered are 
those more frequently observed and, therefore, of prac- 
tical importance. They are largely superficial in char- 
acter, affecting mostly local areas. 

Trichophytosis (ringworm) manifests itself differ- 
ently in certain part of the body, presenting distinctive 
features characteristic of the area of involvement. 


Treatment of the various types of fungous infections and 


the involvement of special locations demands consider- 
able variation in therapy. 

The more important dermatomycoses are: (1) tinea 
circinata (corpis), (2) dermatophytosis of the feet, (3) 
tinea cruris, (4) tinea capitis and (5) onychomycosis. 

Tinea Circinata.—Tinea circinata is characterized by 
one or more pea-sized to 2 cm. or larger, circular, cir- 
cumscribed, slightly erythematous, usually dry, scaling 
patches. The borders usually are slightly raised above 
the level of the normal skin and are studded with many 
small vesicles. The annular arrangement is produced 
as the lesion extends peripherally, and in some cases 
concentric circles develop. The majority of cases of 
tinea circinata are produced by Microsporon lanosum. 
Five to 10 per cent ammoniated mercury ointment, 
half-strength benzoic and salicylic acid ointment ( Whit- 
field’s ointment), undecylenic or propionic acid oint- 
ment or 2 to 5 per cent salicylic acid in alcghol usually 
suffices. 

At times extensive lesions develop about the feet 
and ankles, groin, thighs and buttocks and on the body. 
These lesions are usually produced by Trichophyton 
purpureum and are very resistant to treatment. 

Dermatophytosis of the feet is the most common 
of the fungous infections. On the feet the primary 
lesion usually consists of vesicles with patches of 
macerated epidermis and fissures between and under 
the toes. Any of the interdigital webs may be affected 
although the fourth and fifth interspaces are most often 
involved. Deep-seated multilocular vesicles are observed 
on the soles, from a single small vesicle to small or 
large groups, sometimes widely distributed. In chronic 
cases there may develop thickened hyperkeratotic lesions 
about the tips of the toes and the edges of the soles 
and heels. These lesions rarely become acutely 
inflamed, but frequently persist for long periods. 

Absorption of fungous products (trichophytin) from 
the acute vesicular and bullous lesions of the toes and 
soles at times produce vesicular lesions elsewhere about 
the feet and frequently about the fingers and hands. 
Microscopic examination for fungi from the scaling 
borders or the vesicular tops of lesions on the feet 
should be made to prove that the process is actually 
a fungous infection. The more difficult cases may 
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require cultural examinations for identification of the 
organism. 

It has been stated that 50 to 70 per cent of the 
male population have dermatophytosis of the feet. 
Examinations made during the war period on large 
groups of troops bore out this impression, and previous 
surveys made of groups of college students also con- 
firm the frequency of this infection. 

The acute, infections of the feet should have soap 
and water cleansing, wet dressings or soaks with alumi- 
num acetate solution (Burrow’s solution) or dilute 
potassium permanganate solution, followed by the 
application of aqueous solution of merbromin (mercuro- 
chrome®), methylrosaniline chloride (gentian violet) 
or 2 to 5 per cent ammoniated mercury ointment at 
night and a drying lotion or powder for use during 
the day. After the acute process has_ subsided, 
undecylenic and propionic acid ointments or half- 
strength benzoic and salicylic acid ointment may be 
used and should be continued for several weeks 
to prevent recurrence. A 1 per cent salicylic acid dust- 
ing powder is effective for daytime. A large majority 
of the complications are either from secondary pyogenic 
infection or from overtreatment. Roentgen therapy, 
50 to 75 r, is effective in controlling the acute inflam- 
matory process, and four to six such treatments are 
usually sufficient. Roentgen therapy should not be 
relied on for the major treatment, as it is impossible 
to destroy fungi by irradiation alone. 


Tinea Cruris.—Tinea cruris occurs more frequently 
in men about the upper and inner surfaces of the 
thighs and is popularly referred to as jockey-strap itch 
or dhobie itch. The condition begins as a small erythe- 
matous scaling or vesicular area, which spreads 
peripherally with partial clearing in the center. The 
lesion becomes characterized by its irregular serpigi- 
nous, well defined border which has many small 
vesicles. The process frequently extends downward on 
the thighs or onto the perineum, about the anus and over 
the buttocks. At times several palm-sized or larger 
areas develop, with progression or recurrence for a 
period: of years. These lesions usually are produced 
by Epidermophyton inguinale or Tr. purpureum. 

If considerable care is not exercised in the treatment 

of ringworm of the groin an acute exudative dermatitis 
is produced which greatly increases the patient’s dis- 
comfort. Undecylenic and propionic acid ointments are 
less likely to irritate and are very useful in the acute 
stage. In the more chronic infections, 5 per cent crude 
coal tar ointment, half-strength benzoic and salicylic 
acid ointment, 2 to 5 per cent salicylic acid or resor- 
cinol in alcohol are useful. Two parts each of resor- 
cinol and sulfur, 20 parts each of zinc oxide, talcum 
and glycerine, and sufficient 70 per cent alcohol and 
camphor water in equal parts to make 120 (Gm. 
or cc.) will frequently control itching, produce mild 
exfoliation and effect relief in a high percentage of 
cases. 
Tinea Capitis—Ringworm of the scalp is an infec- 
tious disease occurring principally in school children, 
occasionally in infants but rarely in adults. In recent 
years there have been widespread epidemics of ring- 
worm infection of the scalp in many Eastern and Mid- 
western cities. In these cases 90 per cent of the 
infections were due to Microsporum audouini. In the 
Southern states the majority of the infections are 
produced by Microsporum lanosum. The lesions pro- 
duced by M. lanosum are usually contracted from chil- 
dren’s pets (dogs and especially cats): 
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The suddenly appearing small 0.5 to 1 cm. lesion 
on the scalp more frequently is only slightly inflamed ; 
broken stumps of hairs and scaling rapidly develop, 
and the area increases in size. There may be only a 
single lesion, but by careful search of the scalp multiple 
lesions may be found. In every case there should be 
careful inspection of the lesion and of the entire scalp 
with filtered ultraviolet rays, which produce the typical 
brilliant greenish fluorescence of the infected hairs. By 
this method infected hairs may be identified and speci- 
mens obtained for direct microscopic examination and 
cultural studies. The lesions produced by M. lanosum 
are much more amenable to local therapeutic measures 
than those produced by M. audouini. Formerly it was 
considered essential to have roentgen epilation in every 
case of infection produced by M. audouini. However, 
in recent years newer drugs have been introduced which 
give a high incidence of cure. 

The treatment of ringworm of the scalp by topical 
methods requires detailed instructions: (1) clipping 
of the hair or shaving of the entire scalp, (2) once or 
twice daily shampoo with soap and water and the 
removal of all crusts and loose hairs, (3) manual epila- 
tion of all hairs in the involved lesions, and these hairs 
should be disposed of by burning, (4) the application 
of the topical medicinal agent to the entire scalp night 
and morning, (5) covering of the involved areas, or, 
better, the entire scalp, with disposable paper tissue 
or some similar material and (6) the wearing of a 
stocking top cap which should be boiled daily. 

These patients should be examined by the physician 
at one to two week intervals with filtered ultraviolet 
rays to determine accurately improvement or progres- 
sion. When manual epilation of the infected hairs is 
carried out under the Wood light, more rapid improve- 
ment may be obtained. 

Medication: In past years 5 to 10 per cent ammo- 
niated mercury ointment has been widely used, and 
combinations of mercury and sulfur, such as 6 parts 
each of mercuric sulfide and precipitated sulfur, 3 parts 
salicylic acid and sufficient water soluble ointment base 
to make 100 (Gm. or cc.) are useful. Schwartz has 
recently popularized the use of salicylanilide 5 per cent 
in carbowax 1500. This has been a very effective 
method, and a large per cent of patients with infections 
with M. audouini haye been cured in ninety to one 
hundred and twenty days. Cases which are resistant 
to salicylanilide and the fatty acids, such as unde- 
cylenic acid, zinc undecylenate, propionic acid and the 
propionic salts, will still require roentgen epilation, 
which must be carefully administered by the Kienbock- 
Adamson technic after the hair is clipped and the scalp 
properly marked. 

Ringworm infection of the scalp offers much difficulty 
as an infectious disease. When the importance of dili- 
gent treatment is not stressed and in resistant cases, 
infections may continue for a year or more. 


Onychomycosis.—Fungous infections of the nails are 
caused principally by Trichophyton gypsum and T. 
purpureum. Onychomycosis results in destruction of 
the nails, which become brittle, discolored, lusterless, 
grooved, pitted and thickened. The nail itself is gradu- 
ally destroyed, usually from its free edge proximately 
so that its surface is irregular and has the appearance 
of being gouged or eaten away. The process may 
progress@oyer many years, and at times paronychial 
reactions develop in the adjacent soft tissues. Ring- 
worm infection of the nails is a frequent source of 
reinfection of dermatophytosis of the feet. Onychomy- 
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cosis does not respond readily to local medicinal 
agents, and infections of this type are usually resistant 
to irradiation. By careful paring and daily filing, fol- 
lowed by the application of benzoic and salicylic acid 
ointment, one may cure a single infected nail in a small 
percentage of cases. When several nails are involved, 
the best therapeutic measure is surgical avulsion of 
the individual nail. This is followed by daily treatment, 
first with 5 per cent ammoniated mercury ointment and 
later by gentle daily filing with an emery board 
and the application of half to full strength benzoic and 
salicylic acid ointment. Recurrence of infection will 
develop in the new nails in 10 to 25 per cent of cases 
and may require second or even third removal. Sur- 
gical removal offers the only high percentage of per- 
manent cures. 
ECZEMA 

The term eczema is used to include a variety of 
scaling, papular erythematous, vesicular, exudative, 
itching or burning cutaneous eruptions which frequently 
cannot be readily relegated to a more definite category. 
These lesions may be acute, subacute or chronic, with 
the many associated secondary cutaneous changes. 

A high percentage of eczematous skin diseases will 
be found to have been produced or aggravated by the 
topical medications previously used. Many early irri- 
tative reactions may be recognizable as contact derma- 
titis, but subsequently have no resemblance to the 
original disease. Many dermatoses result from sensi- 
tivity to oral medication, such as with sulfonamide 
drugs, penicillin and barbiturates. A few are related 
to focal infections of teeth, tonsils or other foci. There 
are still eczemas of undetermined origin which prob- 
ably stem from combinations of systemic, infectious, 
allergic and local factors. A detailed history and obser- 
vation of the individual lesion is helpful in evaluation 
of the process and in determination of the causative 
factors. There are many articles on eczema which 
clearly and adequately outline the various differential 
diagnoses and help the practitioner more accurately to 
evaluate eruptions that otherwise would be considered 
as types of eczema. Such diseases as fungous infec- 
tions, seborrheic dermatitis, psoriasis, neurodermatitis, 
contact dermatitis and occupational dermatoses should 
be recognized and properly diagnosed. The disease in 
many of the complicated cases can be determined or 
proved only at some subsequent date after the process 
has subsided and appropriate tests carried out to prove 
the diagnosis. The more complicated cases will require 
detailed study by physicians trained in cutaneous dis- 
eases. It is readily seen that, in its broad sense, not 
only is eczema protean in its clinical manifestations but 
its causes are varied, numerous and frequently complex. 

Diet plays very little part in the eczema type of 
disease, except in atopic dermatitis, especially the infan- 
tile eczemas which are due more frequently to milk, 
egg or wheat. Diet may play a part in a small number 
of the vesicular dermatoses of the hands. 

Treatment usually can be initiated on a morphologic 
basis—mild and soothing applications, such as poul- 
tices and wet dressings, in acute dermatitis followed 
by emulsions and mild emollients. Five per cent bis- 
muth tribromphenate or 3 to 5 per cent mercury 
ointment is useful for the infectious lesions. The wet 
dressings may be applied as local compresses or as 
oatmeal, soda and starch baths. Lotions may be applied 
several times daily and rarely require dressings. In 
the acute processes ointments and pastes, when used, 
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may best be spread on dressings. The more frequently 
used lotions are aqueous calamine lotion and the oily 
calamine emulsion, to either of which may be added 
camphor, menthol, resorcinol or coal tar solution. 
When the acute reaction has subsided, resorcinol paste 
or mild tar ointments may be used. Tar, sulfur, sali- 
cylic acid and resorcinol are useful in the cases of 
more chronic disease. Control of the acute eczematous 
process and pruritus may be relieved by the use of low 
voltage roentgen rays. 


DERMATITIS VENENATA 

Dermatitis venenata is the diagnostic term used for 
the many dermatoses resulting from a variety of irri- 
tating external contact substances. The skin is the 
only organ constantly exposed to external injuries from 
physical and chemical agents. 

Dermatitis which develops as a sensitization phe- 
nomenon, after previous exposure to a contactant, is 
more accurately entitled eczematous contact dermatitis. 
Many cases develop in certain industries and come 
under the classification of occupational dermatoses. 

Many cases in which the eruption is considered as 
dermatitis venenata result from contact with materials 
that are primary irritants. There may be no preceding 
contact or exposure, and these substances will produce 
dermatitis in the majority of persons. A number of 
materials may be primary irritants in high concentration 
and produce dermatitis in the majority of persons 
exposed. The same material in less concentration may 
produce dermatitis in a small number of persons, and 
then only after previous or continued exposure. 

Lane has estimated that 10 to 12 per cent of all 
dermatoses are of industrial origin and that dermatoses 
comprise 65 per cent of industrial diseases, exclusive 
of accidents. | 

The most important problem in the eczematous der- 
matitis venenata type of dermatoses is to determine 
whether the dermatitis was caused by an external irri- 
tant, an epidermal sensitivity or some internal agent 
or other mechanism. 

The substances to which the skin reacts and the 
occupations in which these substances are met are 
great in number. Weber listed all reported external 
causes of dermatitis. Five hundred and eighty-five 
occupations were included, along with the various sub- 
stances which have been found responsible for cuta- 
neous reactions. Shelmire has listed fifty-five weeds 
which he considers important in producing contact der- 
matitis. These and many other reports will give 
accurate lists of the substances and the occupations 
in which they are encountered. 

A brief list of the more frequent materials producing 
eczematous contact dermatitis are: (1) hair dyes, fur 
dyes, hair tonics, hair lacquers, bleaches, creams, depil- 
atories, deodorants, nail polish, perfumes, soap and hand 
lotions; (2) wool, silk, rayon, nylon and the aniline 
dyes; (3) flowers, plants, weeds, woods, insecticides, 
leather, silver, nickel, rubber, tobacco and matches, and 
(4) medicinal preparations: mercury, cresol, phenol, 
sulfur, resorcinol, quinine, sulfonamide drugs, local 
anesthetics, formaldehyde, picric acid and medicated 
soaps. 

The most frequent causes of occupational dermatoses 
are: (1) acids and alkalis, including cement; (2) 
petroleum products: oils, greases and tar; (3) solvents : 
turpentine, carbon bisulfide, carbon tetrachloride, tolu- 
ene, petroleum distillates and alcohol; (4) paints, 
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varnishes and lacquers; (5) rubber and rubber com- 
pounds; (6) metals and metal plating; (7) chromic 
acid, salts and picric acid; (8) resins and waxes, natural 
and synthetic; (9) dyes: aniline, anthracene, nitro 
compounds and paraphenylendiamine; (10) plants: 
primrose, ivy, hemp, dandelion, daisy, parthenium,. rag- 
weed, cocklebur, mahogany, boxwood, cocobolo wood, 
satinwood and mesquite wood; (11) _ insecticides: 
pyrethrum, creosote, fluorides, mercury, phenol, arsenic 
and dichlorodiphenyltrichloroethane (DDT); (12) 
soaps, excess alkali, antiseptics and perfume, and (13) 
photographic chemicals: methyl-amino-cresol-sulfate 
(metol®), bichromates, pyrogallol and hydroquinone. 


IMPETIGO 


Impetigo is an acute infectious disease characterized 
by the occurrence of discrete thin-walled vesicles and 
bullae which rapidly become pustular and then dry 
to form yellowish crusts. There are many clinical 
variations of the disease. The face and other exposed 
portions of the body are more frequently involved. 
The primary lesion is a small, thin-walled vesicle which 
becomes pustular, dries and develops a yellow crust. 
New vesicular borders continue to develop, which 
increase in size with the formation of variously shaped 
lesions. After a few days concentric lesions may be 
observed with a vesicular area at the periphery and 
varying degrees of drying and crusting in the central 
portion. Bullous lesions may occur, especially about 
the neck, axillas and groin. 

The disease is produced by several pyogenic bacteria. 
Streptococci and staphylococci usually are found either 
singly or in combination. A majority of the cases 
probably are due to hemolytic streptococci. 

The most important therapeutic measure is the thor- 
ough and frequent removal of the vesicular tops and 
ctusts. This is accomplished by soap and water scrub- 
bing, cleansing with one of the antiseptic detergents 
or by the use of hydrogen peroxide. After all of the 
crusts are removed, with debridement of the vesicular 
borders, topical medication may be applied. The more 
useful local applications are: (1) 2 to 5 per — solu- 
tion of merbromin (mercurochrome*), (2) 2 to 5 
per cent solution of methylrosaline chloride, (3) alibour 
lotion, (4) 2 to 5 per cent ammoniated mercury oint- 
ment, (5) 5 per cent bismuth tribromphenate ointment, 
(6) penicillin ointment, (7) nitromersol (metaphen®), 
1: 500 in collodion, and (8) penicillin and the sulfon- 
amide drugs, which may be used for their systemic 
effect in extensive and resistant infections. The sulfon- 
amide drugs should not be used locally because of their 
high sensitizing factor and the many serious complica- 
tions. Mercury and penicillin may produce sensitiza- 
tion dermatitis. Solution of silver nitrate may produce 
pigmentation or permanent tattooing. 


SCABIES 


Scabies is a contagious disease of the skin produced 
by Acarus scabiei and characterized by intense itching, 
which occurs chiefly at night. The typical primary 
lesion is the burrow. It is produced as the female 
Acarus invades the skin. The most frequent lesions 
are small papules, followed by the development of 
vesicles, pustules and excoriations. 

The distribution follows a definite pattern, involving 
finger webs, thenar and hypothenar eminences, flexor 
surface of the wrists, elbows, axillary folds, abdomen, 
buttock, the breast in female patients and the penis and 
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scrotum in male patients. The extent of the eruption 
is directly proportional to the degree of hygiene. In 
children and unclean persons, the eruption may be 
widespread, whereas in scrupulously clean persons only 
a few scattered lesions may be found. 

The diagnosis is made by recognition of the multi- 
forme eruption, in the sites of predilection associated 
with nocturnal itching. Observation of the adult para- 
site, nymphs or eggs in potassium hydroxide mounts 
establishes unequivocal diagnosis. 

Treatment includes use of: (1) soap and water 
baths, (2) sulfur ointment (sulfur dermatitis is 
a frequent complication), (3) benzyl benzoate 25 
per cent emulsion, (4) kwell® (hexachlorocyclohexane ) 
ointment, (5) DDT, benzyl benzoate, ethyl amino- 
benzoate, tween 80° (tweens comprise a series of 
polyoxyalkylene derivatives of hexitol anhydride partial 
long-chain fatty acid esters) and water (Eddy’s for- 
mula) (sensitivity to ethyl aminobenzoate may occur), 
(6) pyrethrum ointment 25 per cent and (7) clean 
personal and bed clothes after completion of treatment. 


URTICARIA 

Urticaria occurs in acute and chronic types. The 
acute type is common, and there may be only one 
attack or there may be several at regular or irregular 
intervals. The chronic type is fortunately rare, but 
it may last for months or years and prove refractory 
to all treatment unless definite causative factors can 
be determined. The ordinary lesions consist of wheals, 
white, pink or red, and papules, small to palm sized 
or larger. Itching usually is the presenting symptom 
and varies from a mild sensation to extreme distress 
with severe prolonged pruritus. 

The cases of acute disease usually are of short 
duration, three days to three weeks. They frequently 
develop after a recent febrile illness or gastrointestinal 
upset, but may be related to drugs, focal infection or 
serum reaction. The majority of the cases of acute 
disease appear suddenly, following some indiscretion 
of food or drink with varying degress of intestinal 
upset, and are usually manageable with a single saline 
purge or administration of castor oil and an antihis- 
taminic drug. 

In former years, epinephrine, ephedrine, propadrine® 
hydrochloride (d 1-1-phenyl-2-aminopropanol _hydro- 
chloride) and similar drugs were fairly effective con- 
trol measures. In the past three years, a new group 
of antihistaminic drugs have been introduced which 
give more accurate methods of treatment of the major- 
ity of the cases of acute urticaria and are extremely 
helpful in chronic urticaria. There are more than a 
dozen of these new drugs which have been fully dis- 
cussed and evaluated in recent medical literature. 
There is, however, some difficulty in selection of these 
drugs because of their chemical similarity. 

Frequently, it is advisable on the initial visit to give: 
(1) castor oil, (2) an adequate dose of epinephrine in 
oil (1: 500) and (3) one of the antihistamines. In 
many of the cases of acute disease this suffices. Cases 
of severer disease may require antipruritic lotions and 
soda and starch baths to alleviate itching. 

Few of the cases of acute disease have a definite 
food allergy basis, but often there is an allergic mani- 
festation due to drugs. This has been particularly true 
with the use of penicillin and more frequently with 
the use of penicillin in oil and wax. The antihistamines 
have made the continued use of penicillin possible in 
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many cases that would otherwise require discontinuance 
of this drug. 

In cases of chronic disease, which has been present 
for six months to several years, an exhaustive history 
is necessary in identifying the causative factors. Most 
of these cases will be found to be due to drugs taken 
over a considerable period of time, chronic focal infec- 
tions, food allergies or psychosomatic disturbances. 

In the management of these cases all drugs ingested 
during the period of the urticaria should be ascertained 
and, except where essential, immediately discontinued. 
Thus rapid evaluation of the effect of drugs can be 
obtained. When study of foods seems indicated, dietary 
restriction is necessary. It is frequently helpful to 
eliminate all foods except buttermilk and rye crisp® 
wafers for a week or more. After this period, one 
food may be added daily until a recurrence of the 
urticaria develops. Then the last three foods are dis- 
continued, but additional foods may be added. Later 
foods to which there is an apparent reaction may be 
added at an interval of several days, and in this 
manner the foods may be identified. When drugs and 
foods have been eliminated as causative factors, deter- 
mination, evaluation and eradication of foci of infection 
become important. The more frequent foci are the 
teeth, tonsils, sinuses, nasopharynx, gallbladder, appen- 
dix, cervix, gastrointestinal tract and genitourinary 
system. Surgical intervention for foci of infection 
should be the last of the investigative procedures in 
the evaluation of chronic urticaria. 


PSORIASIS 

Psoriasis is a chronic inflammatory disease, occa- 
sionally acute, characterized by formation of papules 
that have a dull red base and are covered by imbricated 
micacious scales. The number and shape of the lesions 
vary from a few isolated papules to numerous thickened 
plaques forming gyrate and circinate configurations. 
The lesions are surrounded by normal skin. Subjective 
symptoms, such as itching and burning, are absent in 
most cases. The lesions heal without scarring. 

The most common involved areas are the elbows, 
knees, scalp, trunk and sacral region. The nails, palms 
or soles may be affected without evidence of lesions 
elsewhere. Psoriasis of the nails gives characteristic 
stippling and accumulation of hyperkeratotic material 
beneath the nail that subsequently causes separation. 
In the scalp thickened plaques usually are limited to 
hairy areas, but may extend onto the face. Psoriasis 
at times involves primarily the moist folds, especially 
the groin, perineum, the area between the buttocks, 
the umbilicus and beneath the breasts. Lesions of this 
type are erythematous, exudative and much less char- 
acteristic. This type of psoriasis frequently is mistaken 
for infection due to Monilia organisms or seborrheic 
dermatitis. 

Psoriasis is a disease of all ages but predominantly 
affects persons in the second and third decades. The 
course is unpredictable. It may remain localized in 
sites of predilection for years, with periods of quiescence 
and recurrence. The tendency to recurrence is the 
most prominent feature of the disease. 

Psoriasis is incurable but does not affect the patient’s 
general health. The lesions in many patients entirely 
disappear during the summer and recur in winter, The 
few cases seen in the tropics and the improvement in 
recalcitrant cases points to beneficial effects of ultra- 
violet rays. In general, psoriasis is a manageable 
disease, and most patients may remain free of lesions 
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a major portion of the time by diligent treatment of 
each exacerbation. 

The cause of this disease is still unknown; however, 
present evidence points a disturbance in lipoid metabo- 
lism. Most investigators recognize that heredity is a 
factor in about 25 per cent of cases. 

Acute cases of psoriasis frequently are associated with 
recent febrile infections or other acute diseases. Treat- 
ment must not be energetic. Colloid baths, boric acid 
ointment, Lassar’s paste or coal tar ointment should 
be used until the acute phase subsides. Otherwise, the 
disease may rapidly develop into generalized erythro- 
derma or exfoliative dermatitis. 

The chronic nummular lesions will usually respond 
to 5 to 10 per cent ammoniated mercury ointment or 
ammoniated mercury and sulfur, 5 per cent each, or 
5 to 10 per cent crude coal tar ointment followed by 
ultraviolet rays as advised by Goeckerman. Chrysaro- 
bin ointment, 3 to 5 per cent, or chrysarobin in 
chloroform, 30 per cent crude coal tar paint is useful 
in resistant plaques. Chrysarobin must be used care- 
fully and should not be applied about the face and 
scalp. A few irradiations of 75 r to individual lesions 
will usually produce prompt involution. However, a 
single area should not receive more than twelve 50 to 
75 r treatments in a lifetime. Roentgen therapy should 
be used only for the more resistant lesions, because of 
recurrences and chronicity of the disease. After two 
or three roentgen treatments, ultraviolet rays and tar 
ointments are used for prolonged therapy. 

Low fat diet, small doses of thyroid, pancreatic 
extracts, whole blood injections, tar or sulfur baths and 
sun baths are of general value. 


PITYRIASIS ROSEA 


Pityriasis rosea is an acute papulosquamous eruption 
characterized by round or oval lesions that have slightly 
raised borders and a cigaret-paper-like center. The 
lesions are dry and are covered by a fine fawn-colored 
scale. The disease is seasonal, occurring principally in 
the spring and fall. The eruptive nature and lack of 
recurrence of the disease suggests an infectious process. 

The trunk, arms and thighs are the sites of predilec- 
tion, with lesions developing along the lines of cleavage. 
Rarely does the eruption occur on the face. In half 
of the cases, the generalized eruption is preceded by 
a primary lesion or herald plaque, by four to seven 
days. The eruption may vary from a few 1 to 2 cm. 
lesions to an extensive generalized dermatitis with 
hundreds of 1 to 4 cm. oval and circinate lesions. 
Itching may be moderate to severe. 

The disease is self limited and runs its course in 
three to twelve weeks. This period may be decreased 
by treatment with antipruritic lotions, starch baths and 
% erythema doses of ultraviolet rays every five to 
seven days for two or three treatments. Application 
of 8 parts each of resorcinol and glycerine and suffi- 
cient 70 per cent alcohol and camphor water in equal 
parts to total 240 (Gm. or cc.) twice daily relieves 
itching, produces mild exfoliation and speeds recovery. 


SUMMARY 
A review of the literature as to incidence of the most 
common cutaneous diseases is presented. The ten most 
common cutaneous diseases are named and treatment 
discussed. Physicians familiar with these ten diseases 
may care for the majority of cutaneous diseases seen 
in their practice. 
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RESECTION OF THE LEFT AURICULAR 
APPENDIX 


A Prophylaxis for Recurrent Arterial Emboli 


JOHN L. MADDEN, M.D. 
New York 


A therapeutic problem which remains unsolved is 
the one pertaining to recurrent arterial emboli. Once 
a peripheral embolus has occurred there is a high inci- 
dence of recurrence. Unfortunately, all too frequently 
the recurrent embolus is fatal, commonly involving one 
of the cerebral arteries.' As Jefferson so aptly stated *: 
“In the nature of things a very high percentage of suc- 
cesses is unlikely ever to be attained, for emboli are 
apt to be multiple and further infarction will sometimes 
carry off the patient in whom a local success has been 
won.” 

Since a thrombus is the precursor of every arterial 
embolus, the ideal prophylaxis for recurrent arterial 
emboli should be the removal of the thrombus together 
with its site of origin. Rheumatic mitral stenosis is 
one of the commonest causes of a peripheral arterial 
embolus, an embolus occurring in approximately 45 
per cent of the cases.’” In this disease the embolus 
originates as a mural thrombus within the left auricle 
or its appendix, more commonly the latter. 

In accordance with this fact, Dr. William Dock in 
1946 suggested a resection of the left auricular appendix 
in cases of rheumatic heart disease with mitral stenosis, 
auricular fibrillation and recurrent arterial emboli. 
This suggestion provided a stimulus for a study which 
was recently culminated in the performance of the 
operation on 2 patients. 

Hellerstein and his associates,* and more recently 
Burdette,* have reported the feasibility of resection of 
the atrial appendages in the dog. In a series of 8 experi- 
ments reported by Hellerstein, a left atrial appendec- 
tomy was performed in 5, a right atrial appendectomy 
in 2 and a bilateral atrial appendectomy in 1. 
but 1 of the dogs survived the operation. A post- 
mortem study at varying intervals four to twelve weeks 
postoperatively revealed complete endothelialization at 
the site of the atrial scar. No subjacent mural thrombi 
were found. The operation was suggested as a possible 
therapeutic approach to the problem of peripheral 
arterial emboli in patients with rheumatic mitral valvu- 
lar disease. 

Two cases are herein reported in which a resection 
of the left auricular appendix was performed in the 
human being as a prophylaxis for recurrent arterial 
emboli. 

REPORT OF CASES 

CasE 1—The patient, a 38 year old white woman, was 
admitted to the hospital on Sept. 9, 1946, complaining of pain, 
numbness and tingling in the leit leg of thirteen hours’ duration. 
The past history revealed the presence of chronic rheumatic 
heart disease with mitral stenosis and auricular fibrillation. 
Three months before the patient’s admission symptoms of 
congestive heart failure occurred, which subsided with appro- 
priate digitalis treatment. A maintenance dose of digitalis was 
prescribed. 


From the Department of Surgery, Long Island College of Medicine, 
and the pall Service, Long Island College Division, Kings County 
Hospital, Brook 
1. (a) A., in discussion on Garvin.® Weiss, S., and 
Davis, O.: Rheumatic Heart Disease, Am. Heart J. 9: 45- 52, “Yo33- 1934, 
2. Jefferson, Case of with a Review 
of the Literature, Brit. M. : 985-987, 
Hellerstein, H. K.; a E., and Dolgin, M.: Amputation of 
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Examination disclosed an embolic occlusion of the left 
common iliac artery. The heart was not decompensated 
Approximately twenty hours after the onset of symptoms a 
transperitoneal embolectomy was performed successfully. 

The patient was admitted to the hospital for the second 
time on Jan. 11, 1948 (fifteen month interval), complaining of 
numbness and tingling in the right leg of two hours’ duration. 
In the interval between admissions to the hospital manifesta- 
tions of congestive heart failure occurred several times, but 
the symptoms abated after an increase in the maintenance dose 
of digitalis. 

Examination showed an embolic occlusion of the right 
popliteal artery. About five hours after the onset of symptoms 
the embolus was removed successfully. 

In view of the history of chronic rheumatic heart disease 
with mitral stenosis, auricular fibrillation and recurrent periph- 
eral arterial emboli, a resection of the left auricular appendix 
was advised. On February 21, with intratracheal anesthesia 
(gas, oxygen and ether) a resection of the left auricular 
appendix was performed. 

During the operation stoppage of the heart occurred. Imme- 
diate manual massage of the heart was begun concomitant with 
the maintenance of artificial respiration by a rhythmic com- 
pression of the breathing bag. The recovery of the patient 
was complete. 

An examination immediately postoperative revealed a left 
hemiparesis, which was believed to be secondary to a right 
cerebral embolus. Subsequently, a decided personality change 
was observed, which persisted throughout the stay in the hos- 
pital. 

The improvement in the general condition of the patient was 
continuous. There was a gradual restoration of function in 
the left lower but none in the left upper extremity. On dis- 
charge from the hospital, on May 13, eleven weeks after the 
operation, the patient was ambulatory with assistance. 

A recent examination, in November 1948, eight months post- 
operatively, disclosed a continued improvement. The return 
of the personality to normal was apparent immediately. A 
spastic hemiplegic gait was present, but the patient walked 
well without support. In the left lower extremity the return 
of function approached the normal, whereas in the left upper 
extremity the movements were limited. Auricular fibrillation 
with a pulse rate deficit of 16 was present. There was no 
recurrence of peripheral arterial emboli. 

Results of Examination of Tissue (by Dr. Caspar G. Burn).— 
Gross Observations: The specimen, a large auricular appen- 
dix (left), measured 3.0 cm. by 2.5 cm. by 2.0 cm. It was filled 
with an organizing red to white thrombus. The thrombus was 
firmly adherent to the endocardial surface of the appendix. 

Microscopic Observations: Decided hypertrophy and fibrosis 
of the appendix were present. The myocardial cells contained 
large irregularly shaped hyperchromatic nuclei, which on cross 
section were stellate in shape. Vacuolization and fibrillary 
degeneration of the myocardial fibers were present. There was 
diffuse interstitial fibrosis and congestion of vascular channels. 
The endocardium was thickened and hyalinized. An ante- 
mortem thrombus, in which interlacing lines of Zahn were 
present, was attached to a denuded area of the endocardium. 
In the epicardial adipose tissue focal areas of hemorrhage were 
present. 

Diagnosis: The diagnosis was (1) myocardial hypertrophy 
and fibrosis of the left auricular appendix and (2) mural 
thrombus of the left auricular appendix. 

Comment.—In this patient the indication for the operation 
was supported by the pathologic observations. The auricular 
appendix was approximately three times its normal size, immo- 
bile, tense and distended. Mural thrombi were palpable within 
the auricula, and future embolic phenomena appeared inevitable. 

It was assumed that the cerebral embolus occurred during 
the operation. It may have occurred when the clamp was 
applied to the base of the auricular appendix or when massage 
of the heart was performed. Because of the pathologic obser- 
vations at the operation, the former view was considered the 
more probable. The personality change could not be explained 
solely on the basis of a cerebral embolus. The cerebral anoxia 
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concomitant with the cardiac stoppage was believed a con- 
tributory cause. 


CasE 2.—The patient, a 52 year old white man, was admitted 
to the hospital on Dec. 21, 1947, complaining of pain in the 
lower extremities of one and one-half hour’s duration. 

In 1946 the diagnosis of chronic rheumatic heart disease 
with mitral stenosis, auricular fibrillation and congestive heart 
failure was made. Digitalis was prescribed, and treatment 
was maintained until the patient’s admission to the hospital. 
There were no recurrent attacks of congestive heart failure. 

Examination showed an embolic occlusion of the abdominal 
aorta at its bifurcation. Approximately five hours after the 
onset of symptoms a transperitoneal aortic embolectomy was 
performed successfully. 

In this patient, because of the diagnosis of rheumatic heart 
disease with mitral stenosis, auricular fibrillation and a recent 
embolic occlusion of the abdominal aorta, a resection of the 
left auricular appendix was advised. On March 6, 1948, with 
intratracheal anesthesia (gas, oxygen and ether) the left auricu- 
lar appendix was resected. 

Hospital Course—In the early postoperative period, oliguria, 
abdominal pain and distention were complicating features. Ten- 
derness in the right upper quadrant of the abdomen was 
severe. With relief of the abdominal distention the tenderness 
was less severe and overlay an enlarged liver. 

One week after the operation the patient was out of bed 
and apparently much improved. However, on the ninth post- 
operative day he complained of weakness and was apprehensive. 


TABLE 1.—JSite of Mural Thrombi in Coronary Thrombosis 
with Myocardial Infarction 


Number Auricular 
of Ventricular Auricular Thrombi 


Author Cases Thrombi Thrombi Alone 

Hay and Levine............. 37 37 1 0 
(100%) (2.7%) (0.0%) 

89 78 6 0 
(87.6%) (6.7%) (0.0%) 

126 115 7 0 
(91.2%) (5.5%) (0.0%) 


The heart beat, though irregular, was slow and forceful. 
pulmonary observations were normal. Blood and urine values 
were relatively normal. The only positive clinical observation 
was the hepatomegaly. The subjective weakness and apprehen- 
sion persisted. At 5 p. m. the same day, the patient sat up 
to take a drink of water and suddenly died. An immediate 
aspiration of the left pleural cavity showed no abnormality. 
Permission for a necropsy was not granted. 


Results of Examination of Tissue (by Dr. Caspar G. Burn).— 
Gross Observations: The specimen, an auricular appendix (left) 
measured 3.0 cm. by 0.5 cm. A mural thrombus was present 
within the lumen of the appendix and conformed to the fossae 
formed by the musculi pectinati. The thrombus, a homogeneous 
pale brown, was “rubbery” in consistency. 

Microscopic Observations: The muscular component was 
slightly hypertrophic, and cellular fibrosis was present. The 
epicardial fat was normal. The endocardial surface was covered 
in some areas by the remains of a thrombus composed of 
fibrin, red cells and debris. 

Diagnosis: T om diagnosis was anv thrombus of the left 
auricular appe 


Comment.—In el patient, in contrast to the preceding, the 
lett auricular appendix was normal in size and in appearance. 
Fibrillary auricular contractions were present. Because of the 
possibility that the prior aortic occlusion was the result of a 
complete detachment of a mural thrombus, a prophylactic resec- 
tion of the auricular appendix was done. Although not palpated 
at operation, in the resected specimen an organized mural 
thrombus was found. 

The diagnosis of an embolic occlusion of the aorta may be 
questioned. The thrombus at operation extended from a point 
just below the level of the renal arteries, downward beyond 
the bifurcation of the abdominal aorta into the common iliac 
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arteries on either side. Atherosclerotic changes in the aorta 
were present. The clot was unduly adherent to the intima. 
To dislodge the clot completely, a forceful “milking” action 
of the fingers was necessary. The “embolus” in this patient 
may have been a local thrombotic occlusion of the abdominal 
aorta. 

The embolic theory was not without support. Microscopic 
examination of the resected auricular appendix revealed that 
the endocardial surface was covered in some areas by the 
remains of a thrombus composed of fibrin, red cells and debris. 
From this report it is conceivable that an embolus could have 
formed by a detachment of a portion of the mural thrombus. 

The differential diagnosis between an autochthonous thrombus 
(a thrombus formed where found) and an embolus may be most 
difficult, if not impossible. In the older age groups, despite the 
increased incidence of mural thrombosis, the possibility that the 
existent arterial occlusion may be due to a local thrombus 
always must be considered. 


GENERAL COMMENT 


The first prerequisite to a resection of the lett auricu- 
lar appendix should be the establishment of a sound 
pathologic basis for the operation. Accordingly, several 
questions were proposed: (1) What is the mode of 
origin of peripheral arterial emboli? (2) what are the 
predisposing causes, if any, to the formation of such 
thrombi? (3) How frequently do mural thrombi 
form in the left auricle and its appendix? (4) What 
is the relationship between the presence of a thrombus 
in the left auricle and/or its appendix and the occur- 
rence of peripheral arterial emboli? 

Bull > mentioned five different possible sites of origin 
of peripheral arterial emboli: (1) a central spot in an 
artery, especially the aorta; (2) the left side of the 
heart; (3) pulmonary veins; (4) the right side of the 
heart, and (5) systemic veins. The last two pre- 
suppose the presence of a patent foramen ovale (para- 
doxic embolus). The first two are the most frequent 
sites and merit particular study. 

An ulceration overlying an atheromatous plaque in 
an artery, such as the aorta, may be the focus of origin 
of a thrombus. This thrombus may remain localized, 
increase in size and ultimately produce a thrombotic 
occlusion of the artery. On the contrary, the thrombus 
may become wholly or partially detached and form a 
peripheral arterial embolus. The differentiation between 
an autochthonous thrombus and a peripheral embolus 
is not always possible, even at operation or necropsy. 
Many conditions classified as embolic arterial occlusions 
are local thrombotic occlusions. The converse is 
also true. 

The commonest mode of origin of a_ peripheral 
arterial embolus is the detachment, in whole or in part, 
of a mural thrombus located in one of the chambers of 
the left side of the heart. The exact mechanism of 
formation of a mural thrombus may not be ascertained 
in every case. However, there are predisposing factors 
which, whether alone or in combination, underlie the 
formation of cardiac mural thrombi, viz., (1) an under- 
lying heart disease, (2) congestive heart failure, (3) 
disturbances in cardiac rhythm and (4) age of the 
patient. 

A relationship exists between the type of heart dis- 
ease and the location of a mural thormbus. In coronary 
thrombosis with myocardial infarction, mural thrombi 
are frequently present. Garvin ® has reported an inci- 


5. Bull, P.: What Can More Than 6,000 Postmortem Examinations 
Teach Us ‘about Emboli and Embolic Gangrene of the Extremities? Acta 
chir. Scandinav. 54: 315-338, 1921-1922 
iter “i, C. F.: Mural Thrombi in the Heart, Am. Heart J. 21: 
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dence of 67 per cent. In approximately 90 per cent 
of the cases the mural thrombi are located within the 
ventricles, particularly the left ventricle (table 1). 

In over 30 per cent of the cases of uncomplicated 
hypertensive heart disease, mural thrombi may be 

resent. As in coronary thrombosis the thrombi are 

ocated predominantly in the ventricles. 

In rheumatic heart disease with mitral stenosis the 
incidence of mural thrombus formation has been 
reported to vary from 13 per cent’ to 32 per cent.® 
However, in contrast to coronary thrombosis and 
hypertensive heart disease, in about 90 per cent of the 
cases the mural thrombi are located in the auricles, 
mainly in the left auricle and its appendix. In an 
analysis of a composite study of 69 cases of rheumatic 
heart disease (table 2) with mural thrombus formation, 
a thrombus was found in the left ventricle alone only 
in 2 cases (2.9 per cent). 

Congestive heart failure and auricular fibrillation 
predispose to the formation of cardiac mural thrombi 
and peripheral arterial emboli. Graef and his associ- 
ates* noted the presence of congestive heart failure 
in 21 of 24 cases in which mural thrombi were found 
at necropsy. In the remaining 3 a history of previous 
attacks of congestive heart failure was obtained. 

In Garvin’s® series of 60 patients with auricular 
fibrillation, 26 (43.3 per cent) had mural thrombi, 
whereas in 51 patients without auricular fibrillation 
mural thrombi were present in only 9 (18 per cent). 
Weiss and Davis?” studied a group of 28 patients with 
auricular thrombi. In 25 the rhythm had been deter- 
mined, and in 22 (88 per cent) auricular fibrillation 
was present. 

The final factor in the formation of mural thrombi 
is the age of the patient. Garvin® and subsequently 
Hay and Levine* demonstrated that mural thrombi 
occurred more frequently in the older age groups. 

What is the relationship between the presence of a 
mural thrombus and the incidence of peripheral arterial 
emboli? In the study by Bull*® mural thrombi were 
present in one or more of the heart chambers in 86.6 
per cent of the cases in which embolic gangrene of the 
extremities was present. A mural thrombus that occurs 
as a complication of rheumatic heart disease is the com- 
monest mode of origin of a peripheral arterial embolus. 
Levine ** found that thrombi in the auricles were the 
immediate cause of death in 20 per cent of all cases of 
rheumatic heart disease. Weiss and Davis '® analyzed 
164 cases of rheumatic heart disease in which the car- 
diac damage was the direct cause of death. In 73 (45.5 
per cent) of the cases a peripheral arterial embolus 
had occurred. In 30 (41.1 per cent) the source of 
the embolus was demonstrated. In 28 (93.5 per cent) 
of the latter the auricles were the site of mural thrombi. 
Garvin ® showed that in the presence of mural thrombi 
in the right side of the heart, pulmonary infarcts occur 
three times more frequently than in their absence. 
Similarly, infarcts of the brain, kidney, spleen and 
extremities are more than twice as common in the 
presence of mural thrombi in the left side of the heart as 
in their absence. In the series reported by Harvey 
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and Levine,’° peripheral arterial emboli occurred in 
56 per cent of the cases with auricular thrombi and 
in 43 per cent of the cases with ventricular thrombi. 

The antemortem clinical diagnosis of a mural throm- 
bus in one of the heart chambers may be most difficult. 
There is no one sign or symptom which is pathogno- 
monic. However, the presence of a cardiac thrombus 
may be suspected in the following instances ‘°: (1) in 
cases of coronary thrombosis with evidence of periph- 
eral arterial embolism and (2) in cases of chronic 
valvular heart disease with auricular fibrillation and 
evidence of either pulmonary or peripheral arterial 
infarction. In the former, the mural thrombi are pre- 
dominantly ventricular in location, whereas in the 
latter, the auricles, particularly the auricular appen- 
dixes, are the site of thrombus formation. 

In an analysis of the data presented, the one indi- 
cation for a resection of the left auricular appendix 
is in a patient with rheumatic heart disease and mitral . 
stenosis, with or without auricular fibrillation, who 
has had one or more recent peripheral arterial embolic 
occlusions. 

The operation is not a standard one. Unfortu- 
nately, it is only by trial and error that a satisfactory 


TABLE 2.—Site of Mural Thrombi in Rheumatic Heart Disease 
with Mitral Stenosis 


Number Ven- Ventricular 
of Auricular tricular Thrombi 
Author Cases Thrombi Thrombi Alone 
37 32 5 2 
(86.5%) (13.5%) (5.4%) 
24 24 0 0 
(100%) (0.0%) (0.0%) 
Harvey and Levine.......... 8 s 0 0 
(100%) (0.0%) (0.0%) 
5.594000 69 64 5 2 
(92.7%) (7.2%) (2.9%) 


technic may be evolved. It is hoped that this report 
will serve as a stimulus to others who are interested 
in this field of surgery. Improvements in and refine- 
ments of surgical technic should be acquired as experi- 
ence with the operation becomes general. The value of 
resection of the left auricular appendix as a prophy- 
laxis for recurrent arterial emboli may be established 
only after a prolonged period of observation and a care- 
ful evaluation of the clinical results obtained. 


SUMMARY AND CONCLUSIONS 


The commonest mode of origin of a_ peripheral 
arterial embolus is the detachment in whole or in part 
of a mural thrombus located in one of the chambers of 
the heart. Mural thrombi occur most frequently in 
cases of coronary thrombosis with myocardial infarction 
and in rheumatic heart disease. 

In approximately 90 per cent of the cases of myo- 
cardia! infarction, the ventricles, particularly the left, 
are the site of thrombus formation. In over 90 per 
cent of the cases of rheumatic heart disease, the thrombi 
are located in the auricles, particularly in the auricular 
appendixes. 

Cardiac mural thrombosis varies in a direct ratio to 
the age of the patient, the presence of auricular fibril- 
lation and/or congestive heart failure. Peripheral 
arterial emboli are associated most frequently with 


10. Harvey, E. A., and Levine, S. A.: A Study of Uninfected Mural 
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rheumatic heart disease, occurring in approximately 
45 per cent of the cases. In 15 to 20 per cent of the 
cases of rheumatic heart disease, a cerebral embolus is 
the immediate cause of death. The differentiation 
between an autochthonous thrombus and an arterial 
embolus may be impossible even at operation or 
necropsy. 

Two cases are reported in which a resection of the 
left auricular appendix was done as a prophylaxis for 
recurrent arterial emboli. The first patient survived, 
and the second died. 

Resection of the left auricular appendix is suggested 
as a prophylaxis for recurrent arterial emboli. The 
one indication for the operation is in a patient with 
rheumatic heart disease and mitral stenosis, with or 
without auricular fibrillation, who has had one or more 
recent peripheral arterial embolic occlusions. 


SURGICAL TREATMENT OF THE “CARDIAC LUNG” 
Ligation of the Inferior Vena Cava and/or Tricuspid Valvulotomy 


PEDRO COSSIO, M.D. 
and 


ISIDRO PERIANES, M.D. 
Buenos Aires, Argentina 


Engorgement of the lung is the most important 
complication produced by left ventricular failure or 
mitral stenosis. Medical treatment is effective, but 
only during a period of months or years. Sooner cr 
later life becomes intolerable for the patient, and the 
physician finds himself forced to resort to the use of 
morphine for the few days or months of life before 
fatal termination. The medical treatment of the “car- 
diac lung” is based on the reduction of the waterlogged 
blood in the lungs, either by improving the efficiency 
of the left ventricle by administration of digitalis or by 
reducing the output of the right ventricle by venesec- 
tion, mercurial diuretics, low sodium diet and morphine 
(Fishberg *). 

Surgical treatment must likewise be directed toward 
the same objective, restoration of equilibrium between 
the two ventricles. Two types of operation were 
devised. One is intended to drain off blood from the 
pulmonary venous system toward some sector of the 
systemic circulation, by end to end anastomosis of a 
large pulmonary vein with the axillary artery, the 
splenic vein or the azygos vein. The second is directed 
to reduction of the right ventricular output either by 
tricuspid regurgitation following a tricuspid valvulot- 
omy or by reduction of the return of venous blood to 
the right side of the heart by ligation of one of the 
main veins. 

Anastomosis was performed in dogs between the 
distal portion of the upper leit pulmonary vein and the 
distal segment of the left axillary artery, end to end 
with a high thoracotomy approach. The operation was 
well tolerated. The limb deprived of its normal circu- 
lation showed no discoloration or change in tempera- 
ture, notwithstanding the absence of arterial pulsation. 
A month later the animal was able to walk and run 
about. However, the upper lobe of the left lung had 
become atelectatic, hydrothorax was present and an 
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incision in the left axillary artery failed to draw blood, 
signifying that the anastomosis had failed functionally, 
owing to the absence of pressure gradient, collateral 
circulation being responsible for the efficient blood 
supply to the limb. 

Attempts at end to end anastomosis of the distal 
portion of the lower left pulmonary vein with the 
proximal portion of the splenic vein, via transpleuro- 
diaphragmatic approach, were performed after the 
removal of the spleen. Injection of sodium iodide or 
methylene blue enabled us to verify that the anastomosis 
was satisfactory. However, pressure was insufficient 
to secure hepatic parenchymal clearance. End to end 
anastomosis of the distal portion of the upper right 
pulmonary vein and the proximal portion of the azygos 
was also performed, but the gradient of the pressure 
was also inadequate. 

Tricuspid insufficiency was produced in dogs by a 
valvulotomy. <A specially designed hook was intro- 
duced into the right auricle, aiter thoracotomy, or into 
the right jugular vein. Equal results were attained 
with both approaches. The mortality rate, however, 
was high with the thoracotomy approach, and practi- 
cally nil in the jugular vein approach. Therefore, all 
later investigations were carried out with the latter 
approach. 

The instrument is a hollow metal rod, about 2 to 
3 mm. in diameter and 30 cm. in length, with a shallow 
hook, or fish hook, at one end, with an opening roughly 
2 mm. wide, and having a sharp concave edge. It is 
provided with a guide that enables the opening to be 
widened or narrowed during the operation (fig. 1). 

A Hamilton manometer is attached to the opposite 
end when it is desired to make pressure readings, or 
a simple aneroid manometer is used to follow the varia- 
tions in pressure of the pulsations, when only this is 
required. After the instrument is sterilized and filled 
with a sterile 3 per cent solution of sodium citrate, the 
outer surface is lubricated with sterile petrolatum. 
Aided by a slight rotatory movement and two traction 
threads, the hook is then inserted through a small 
incision in the jugular vein. The threads are so placed 
as to avoid a hemorrhage through the longitudinal 
incision. With the vein held taut over the instrument 
between the thumb and forefinger of the left hand, the 
lower thread is loosened, while the right hand advances 
the instrument toward the heart by gentle but firm 
pressure, with careful attention to the manometer, 
which will register very faint pulsations until the 
instrument reaches the auricle. To make sure that no 
air gets into the vein, this vessel may be adjusted over 
the instrument by a strip of rubber band. When the 
hook end of the instrument enters the auriculoventricu- 
lar orifice, the pulsations registered by the manometer 
increase in amplitude and, as soon as it has passed 
through the orifice, there is a further sudden increase, 
while the systolic pressure rises in the dog, approxi- 
mately 20 mm. of mercury or 26 cm. of water (fig.2 4). 
Once it has reached this position, the instrument must 
be gently advanced until resistance is encountered from 
the right ventricular wall; then, with the guiding sleeve 
drawn back, the instrument is turned outward and is 
drawn backward so as to engage the chordae of the 
external cusp. If they are successfully engaged, resis- 


tance will be experienced, associated with rhythmic 
tractions due to the heart’s pulsation. At this point, the 
manometer may show a ventricular, auriculoventricular 
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or even auricular type of pulsation with the corre- 
sponding pressures, revealing the position of the cusp 
involved. 

Firm traction of the instrument will section what- 
ever has been engaged by the hook. This will become 
evident by the freeing sensation felt by the hand that 
holds the instrument or by a sharp sound that may be 
heard on precordial auscultation or even at a distance. 
The same procedure is repeated two or three times 
until a systolic murmur is heard to the right of the 
sternum, often associated with fremitus caused by 
extensive valvulotomy. The hook is then covered by 
the protecting sleeve and the instrument carefully 
withdrawn. 

Two mishaps may occur during the operation. 
Instead of the manometer pulsation increasing in 
amplitude as the instrument advances toward the 
auriculoventricular orifice, they disappear altogether. 
This is due to the hook’s having been introduced into 


Fig. 1.—The instruments used and the surgical approach in tricuspid 
valvulotomy. 


the inferior vena cava. Careful withdrawal of the 
instrument will return it to the auricle, and manometer 
pulsations will reappear. A further attempt is then 
made to reach the ventricle by inclining the instrument 
toward the midline, when it will normally tend to 
advance toward the auriculoventricular orifice. The 
second complication, and a much more serious one, as 
it may cause death, is the appearance of extrasystoles, 
bundle branch block and even auriculoventricular block 
during the operation. 
RESULTS 

In our experiments intracardiac pressure readings 
demonstrated clearly the effect of the tricuspid incom- 
petence on cardiac dynamics. When valvulotomy was 
satisfactory, systolic pressure in the right ventricle fell 
to approximately 50 per cent of the initial pressure, 
while it rose only 1 mm. of mercury in the right 
auricle and in the superior vena cava. These variations 
in the pulse did not exist before (fig. 2B and C). 
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This sudden fall of systolic pressure in the right ventri- 
cle did not last, it rose some time later, but did not 
return to the original values, remaining about 20 per 
cent or 30 per cent lower. 

We determined to attempt the operation in human 
beings after trials on cadavers under roentgenologic 
control. 


tricuspid orifice right ventricle 


Fig. 2.—A, behavior of the manometer, according to the position of the 
hook. B, Vena caval, right auricular and right ventricular pressures 
before tricuspid valvulotomy. C, Vena caval, right auricular and right 
ventricular pressures after tricuspid valvulotomy. 


Our first patient was one with syphilitic aortic 
regurgitation and severe heart failure, no longer 
responding to absolute rest, low sodium diet, intrave- 
nous administration of strophantine and mercurial 
diuretics. 

The internal jugular vein was exposed with local 
anesthesia, and an incision was made in the tricuspid 
valve without difficulty. Heparin was administered 
immediately, to avoid formation of thrombi. That same 
night the patient was able to sleep comfortably with 
only one pillow—having previously been in permanent 
upright position. After six months his condition was 


Fig. 3.—Teleroentgenograms before (A) and after (B) tricuspid val- 
vulotomy, showing decrease of pulmonary congestion, 


such that he experienced only slight dyspnea on fast 
walking. He presented no signs of pulmonary con- 
gestion (fig. 3). 

We attempted the same approach in 4 other patients, 
3 of these presenting permanent orthopnea and uncon- 
trollable heart failure. The fourth, although relatively 
healthy, was suffering from recurrent attacks of pul- 
monary edema, despite intensive treatment. Valvulot- 
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omy failed in only 1 case, in which the attempt was 
abandoned because of sudden collapse while the instru- 
ment was in the heart. It was probably caused by 
protracted attempts to remove coaguli. Two hours 
later the patient completely recovered, but died a month 
later, during an attack of pulmonary edema. 

In each of the other 3 patients the operation proved 
to be relatively simple, and venous pulse became posi- 
tive and undulating in type (Cossio, Sotomayor and 
Marguery*). The patients were definitely improved, 
one of them surviving the operation by five months. 
Another, however, died two and a half months after 
the operation from a pulmonary infarct. Necropsy 
revealed that the incision in the external cusp had 
healed without thrombosis (fig. 4). The third patient 
died in collapse within eight hours of the operation, 
which was undertaken during an acute attack of pul- 
monary edema, brought on by tachycardia which 
developed the moment the jugular vein had been 
exposed. Notwithstanding, the operation was quickly 
completed. In this case ventricular pressure reached 
70 cm. of water (54 mm. of mercury), while it never 
exceeded 35 cm. of water (27 mm. of mercury) in 
either of the others. Once the tricuspid valve had 
been extensively sectioned, the intraventricular pres- 
sure fell to 42 cm. of water (32 mm. of mercury) and 
dyspnea and tracheal stridor disappeared rapidly ; how- 
ever, tachycardia persisted and terminated in death. 


Fig. 4.—A_ healed tricuspid valve (arrow) of a dog one year after 
valvulotomy. B, healed tricuspid valve (arrow) of a human being seventy- 
five days after valvulotomy. 


LIGATION OF THE INFERIOR VENA CAVA 
In our first experiments on ligation of the inferior 
vena cava, the ligature was applied immediately above 
the venae hepaticae, and all the animals died within one 
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to three days from infarctions in the bowels and in the 
liver. Ligation just below the renal veins gave satis- 
factory results. The blood pressure drop was evident 
both in the pulmonary artery and in the right ventricle, 
although somewhat different in each. It was sudden 
and pronounced when occlusion or pronounced nar- 
rowing was placed above the venae hepaticae and 


Fig. 5.—Hypertensive heart disease, with enlargement of the heart 
and pulmonary congestion before ligation of the inferior vena cava. 


gradual, representing only 35 per cent of the initial 
value, when the occlusion was placed below the renal 
veins. However, an abrupt return of pressure takes 
place once the vein is freed and blood flow is reestab- 
lished (fig. 6). 


Fig. 6.—Right ventricular pressure before, during and after the inferior 
vena cava compression and decompression (arrows). 


The first attempt in a human being met with failure, 
because of the patient’s serious heart condition. In 
the following cases the operation was successfully per- 
formed with general anesthesia (ether-oxygen), mor- 
phine and scopolamine premedication and pentothal 
sodium® (sodium 5-ethyl-5-[1-methylbutyl] thiobar- 
biturate) induction. 

The effect on the pulmonary circulation was evi- 
dent as dyspnea decreased or disappeared altogether, 
to the extent that the patients were quite comfortable 
in the recumbent posture. Notwithstanding the fall 
in the venous pressure being less than had been antici- 
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pated, the quick and notable rise so constant when the 
patient’s legs were raised before the operation was 
no longer present. Moreover, in hypertensive cardi- 
opathy with high systolic values, the operation brought 
both systolic and diastolic pressures down to normal, 
and they remained so during a period of two months, 
the length of our observation. 


COM MENT 


Drainage of a large proportion of pulmonary venous 
blood into the:systemic circuit represents a physiologic 
approach to surgical management of the “cardiac lung.” 
Thereby the excessive blood discharged by the right 
ventricle reaches the general circulation directly from 
the lungs, and pulmonary stasis disappears. The stress 
on the left ventricle is reduced and allows for an 
increase in output once it has reached a point below 
the critical level. 

Our investigations demonstrated that this procedure 
is not feasible because of the absence of pressure 
gradient, pulmonary vein pressure being lower than 
atmospheric pressure, while that of all vessels not con- 
tained within the thorax is higher. This, however, 


applies to normal circulatory conditions, such as those 
of our experimental investigations, but not so in the 
where pressure within the 


case of the “cardiac lung,” 


aria —The same patient as in figure 6, with medically uncontrollable 
Psa iac "Jung. ” Roentgenogram taken after ligation of the inferior vena 


veins of the lungs is probably higher than the atmos- 
pheric pressure. 

Another difficulty that precluded its being attempted 
in human beings, is the large thoracotomy wound and 
prolonged general anesthesia, intervention not being 
. likely to be tolerated by patients in an advanced stage 
_ of cardiac disease. 
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On the other hand, both tricuspid valvulotomy and 
ligation of the inferior vena cava are relatively simple 
operations and are well tolerated. Animal experiments 
and tests made in human beings seem to bear evidence 
that both procedures attain the contemplated objectives : 
a reduction in the volume of right ventricle output, 
with subsequent decrease of the passive 
congestion of the lungs, and, conse- 
quently, improved left ventricle effi- 
ciency identical to the effect of venesec- 
tion, but of more lasting results. 

Ligation of the inferior vena cava is 
a much more serious operation than 
tricuspid valvulotomy, as it requires a 
general anesthetic and produces post- 
operative disorders; but it is more 
effective for the following reasons: the 
surgeon can see what he is doing; the 
operation is in itself a prophylactic 
measure against pulmonary embolism, 
which so often causes death, and it 
overcomes the 50 per cent increased 
output caused by supine posture (Ber- 
consky *). 

Vast experience has been acquired 
in spontaneous tricuspid insufficiency. 
Half a century ago, Duroziez‘ ob- 
served that lesions of the tricuspid 
valve, far from aggravating a mitral 
lesion, exerted a healthy effect thereon, 
and contrasted the cyanosis and edema 
with the patient's comfortable recum- 
bent position over a period of years. Later Herrick,° 
Barié,®> Crummer,’ Trevor Cook and White* and 
Aceves and Carral® expressed the same opinion. Fur- 
thermore, Smith and Levine '® demonstrated that sur- 
vival time is doubled or even trebled once heart failure 
is established. 

We believe that the surgical treatment of the medi- 
cally uncontrollable “cardiac lung” should begin by 
ligation of the inferior vena cava and be followed by 
tricuspid valvulotomy, unless there are extensive vascu- 
lar obstructions in the limbs that would render the 
first operation useless. The absence of a manifest 
increase in the venous pressure as a result of the lower 
limbs being raised may be considered as an indication 
for valvulotomy from the outset. In mitral stenosis it 
is probably most satisfactory to undertake valvulotomy 
from the beginning. 


Fig. 8 
(See legend below) 


SUMMARY 


Three operations were devised for the management 
of the “cardiac lung’’: anastomosis of a pulmonary vein 
with the subclavian artery, the splenic artery or its 
homonomous vein ; tricuspid valvulotomy, and ligation of 
the inferior vena cava below the renal veins. These last 
procedures were attempted in patients suffering from 
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heart failure and permanent orthopnea and who were 
no longer responsive to medical treatment. An immedi- 
ate and dramatic improvement has been the rule over 
a period of six months, which is our longest obser- 
vation time. The technic for tricuspid valvulotomy 
is described in detail, and a preliminary attempt is 
made to postulate on the indications for the last two 
operations. 
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Epinephrine and the corresponding primary amine 
l-nor-epinephrine (nor-adrenaline, arterenol®) normally 
exist in the mammalian body. Nor-epinephrine was 
first shown to be present in significant amounts in 
postganglionic, adrenergic nerves of cattle by pharma- 
cologic methods. Recently its presence has been dem- 
onstrated in the adrenal medulla of cattle by paper 
chromatography ? and in tumors of chromaffin tissue 
(pheochromocytomas) of human beings by pharma- 
cologic and chemical methods.* 1-Nor-epinephrine is 
believed to function as excitor sympathin in most of 
the investigated areas of the cardiovascular system with 
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Formula for nor-epinephrine. 


the exception of cardiac muscle and the vessels of 
the skin. In these areas epinephrine appears to be the 
mediator of excitor functions.* (Sympathin N_ [nor- 
epinephrine] and sympathin A [epinephrine], as sug- 
gested by von Euler, should be used rather than the 
term sympathin E, since at least two excitor sympathins 
seem to exist.°) 

Recent investigations of the hemodynamics of epi- 
nephrine and nor-epinephrine in human beings, with 
the method of catheterization of the right side of the 
heart, have shown that epinephrine, within a physio- 
logic and therapeutic range, acts as an over-all vaso- 
dilator and causes hypertension only by increase of 
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cardiac output. Nor-epinephrine, on the other hand, 
functions as an over-all vasoconstrictor without change 
or only slight decrease of cardiac output. It may 
therefore be conceived as being the sympathetic medi- 
ator of over-all vasoconstriction in human beings.® Its 
action is similar to that of the synthetic pressor amines 
phenylephrine hydrochloride—neo-synephrine® hydro- 
chloride and paredrinol® (para-[{2-methylaminopropy]]- 
phenol). 

A schematic summary of the changes observed in 
certain cardiovascular functions during the continuous 
infusion of epinephrine (0.1 to 0.3 micrograms per 
kilogram of body weight per minute) and _nor- 
epinephrine (0.1 to 0.4 micrograms per kilogram of 
body weight per minute) is given in table 1. 

These observations may help to explain the clinical 
failure of epinephrine as a pressor drug in the past 
and suggest an investigation of the therapeutic poten- 
tialities of nor-epinephrine. The acute hypotension due 
to loss of vasomotor tone encountered during and after 
thoracolumbar sympathectomy in patients with hyper- 
tensive vascular disease was selected as the starting 
point for the study. 


METHOD AND MATERIALS 


In devising a technic of administration of nor- 
epinephrine, an attempt was made to simulate physio- 
logic mechanisms and to overcome the failure of reflex 
vasomotor regulation by varying the speed of a con- 
tinuous intravenous infusion of nor-epinephrine. Since 
the effect of nor-epinephrine on arterial pressure 
appears within a few seconds and subsides within three 
minutes after the infusion is stopped, a continuous 
intravenous infusion, and not single injections, was used 
to maintain a steady level of arterial pressure. 

The solution employed in these studies was pre- 
pared by the addition of 4 cc. of a 1:1,000 1-nor- 
epinephrine hydrochloride’ solution to 1 liter of iso- 
tonic sodium chloride solution; hence each cubic 
centimeter contained 4 micrograms of l-nor-epinephrine 
hydrochloride. This solution was given intravenously 


TaBLeE 1.—Changes of Certain Cardiovascular Functions During 
the Infusion of Epinephrine and Nor-Epinephrine * ® 


Systemic Total Mean 
Blood Pressure Periph- Pulmo- 
Cardiac Sys- Dias- Re- Ise Pres- 
Substance Output tolie tolic Mean sistance Rate sure 
Epinephrine +++ +++ ® + —-—- + ++ 
Nor-Epinephrine + +++ ++ ++ +++ = 


* @ is no change or slight increase; + is no change or slight decrease. 


through & previously calibrated Murphy drip bulb, thus 
permitting an accurate estimation of the dosage from 
the rate of flow in drops per minute. After observation 
of the response to an initial dose of 0.1 microgram 
per kilogram of body weight per minute, the rate of 
flow was adjusted to produce and maintain the desired 
level of blood pressure. 

If, at the conclusion of the operation, a decrease 
in the rate of flow was followed by an excessive fall 
of blood pressure, the infusion was continued into the 
postoperative period. Otherwise, it was discontinued 
before the patient left the operating room, After second 
stage operations, it was occasionally necessary to con- 
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tinue the infusion at decreasing rates up to seventy- 
two hours postoperatively. 

Nor-epinephrine was given, by the method described, 
during the course of 23 thoracolumbar sympathecto- 
mies, of which 11 were first and 12 were second stage 
operations. In all but 1 of the cases, the blood pressure 
level was maintained satisfactorily during the period 
of administration of the drug. Table 2 summarizes the 
data in 5 typical cases. 

A variety of anesthetic agents was used, including 
thiopental sodium (pentothal® sodium), ether and 
nitrous oxide. As is shown in table 2, anesthesia alone 


TABLE 2.—Systemic Blood Pressure Response 
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grams per kilogram of body weight per minute was 
required to maintain the blood pressure at a proper 
level. 
RESULTS AND COMMENT 

There was 1 operative death which occurred during 
a second stage sympathectomy in a hypertensive patient 
who had received thiopental sodium, nitrous oxide and 
curare. Irreversible cardiac arrest occurred after two 
and a half hours of anesthesia and two hours of 
nor-epinephrine infusion. Intra-arterial transfusion of 
whole blood, intracardiac administration of epinephrine 
and cardiac massage were ineffective. It is noteworthy 


to Nor-Epinephrine in Hypertensive Patients 


Undergoing Thoracolumbar Sympathectomy 


Blood Pressure 
~ 
Nor-Epi- 
Time nephrine 
At Start of After Lowest Dose 
Anesthesia Start of Level During Nor- Iniused, 
Pre- After Pre- Anesthesia, During Epinephrine AtEndot Mg./Kg./ 
Patient Stage Anesthetie operative medication Minutes Anesthesia Infusion Operation Min. 
B.H 1 (1) Nitrous oxide 290/160 280/140 38 124/88 ipeeee ake Stead 0 
(2) Thiopental sodium 50 0 
61 172/120 0.13 
145 210/130 0.1 
17* 140/100 0 
B.H 2 (1) Ether 260/150 28 0 
110 er 0.36 
188 90/74 0 
194 184/124 0.25 
O. M (1) Ether 230/160 210/130 30 0 
20* oes ese 178/120 0 
be 2 (1) Ether 270/140 260/155 8y 0. 
10* 130/104 0 
184 ap 180/120 0.04 
is 1 (1) Ether 235/155 160/100 42 0 
190/140 de 0.17 
1 (1) Thiopental sodium 170/135 170/105 25 0 
(2) Nitrous oxide 168/114 0.13 
230 180/116 0.24 


* After nor-epinephrine infusion was stopped. 


lowered the blood pressure to normal and subnormal 
levels in most cases. Severance of the sympathetic 
chains and splanchnic trunks often was followed by a 
further drop in pressure of major degree. The depres- 
sor effect of anesthesia was noted particularly with 
thiopental sodium-nitrous oxide, but was also found 
with various combinations of ether and oxygen and 
ether-nitrous oxide mixtures. It seems to constitute a 
typical pattern of response to anesthesia in the hyper- 
tensive patient. 

In most cases administration of the pressor agent 
was begun after the blood pressure had fallen to hypo- 
tensive levels, despite transfusion of whole blood 
The data obtained indicate that increasing amounts of 
nor-epinephrine were often required as anesthesia and 
, Operation progressed, but not more than 0.36 micro- 


that this patient had shown, during the first stage, 
extreme sensitivity to thiopental sodium as indicated 
by a twenty minute period of apnea at that time. The 
postoperative course was uneventful in the remaining 
cases, 

In view of the satisfactory maintenance of arterial 
pressure by nor-epinephrine in the acute hypotension 
associated with thoracolumbar sympathectomy, an 
effort was made to determine whether a_ pressor 
response could be obtained in acute hemorrhage, and 
in vasomotor collapse accompanying central depression. 
Comparable studies have been undertaken elsewhere.** 
Nor-epinephrine, in doses slightly higher than those 
required in thoracolumbar sympathectomy, was given 
by infusion to 2 patients in whom the blood pressure 


7a, Page, I. H.: Personal communication to the author. 
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had fallen to shock levels during the course of acute 
hemorrhage into the gastrointestinal tract and into the 
peritoneum, respectively. In both cases, repeated trans- 
fusions of whole blood intravenously had failed to 
produce significant elevations of the arterial tension, 
which, however, rose to normal values during admin- 
istration of nor-epinephrine given for one to four hours. 
Three cases were selected as examples of central 
vasomotor depression. In the first respiratory failure 
and hypotension appeared suddenly following a pro- 
longer operation; the patient was placed in a Drinker 
respirator for five days, during which time the blood 
pressure had to be maintained almost constantly by 
nor-epinephrine infusion. The second patient had unex- 
plained coma and hypotension during the course of 
progressive hypertensive vascular disease; the blood 
pressure was readily maintained at desired levels by 
nor-epinephrine infusion during a three day period. 
Hypotension in the third case appeared in association 
with coma following an overdose of barbiturates. In 
addition to the usual measures, nor-epinephrine was 
given with a prompt and adequate pressor response. 


Evaluation of nor-epinephrine as contrasted with 
other pressor agents will be the subject of a subsequent 
publication. It should be pointed out, however, that 
this substance—as sympathin N—plays an integral 
part in normal vascular function and possesses the 
necessary rapidity of action and inactivation to make it 
suitable for therapeutic use in acute hypotension. Its 
flexibility of control permits the closest approximation 
to the physiologic regulation of vasomotor tone. 

The effect of nor-epinephrine on the coronary circu- 
lation is of vital concern. A recent study* in dogs 
(blood flow in the cannulated left descending coronary 
artery measured by rotameter) showed consistent 
increases of coronary blood flow on intravenous injec- 
tion of nor-epinephrine (2.5 to 30.0 micrograms per 
kilogram of body weight). The most striking incre- 
ments—up to 20 times control value—occurred in ani- 
mals with initial blood pressure at shock level. 
Improvement in the coronary circulation may therefore 
be anticipated in cases of hypotension treated with this 
compound. 

The vasodilator component in shock is generally not 
recognized, partly because of the observed vasocon- 
striction of kidney and skin arterioles. In our opinion, 
this regional vasoconstriction does not exclude over-all 
vasodilatation, as evidenced by the hemodynamic pat- 
tern of epinephrine action in human beings.° Further- 
more, increases in the calculated total peripheral 
resistance which have been found in shock, at low mean 
pressure values, cannot be regarded as evidence of 
vasoconstriction. At mean pressures of less than 80 
mm. of mercury the total peripheral resistance may vary 
inversely with pressure without change in diameter of 
the vessels.” 

It is therefore of interest that a pressor response 
could be obtained in patients with acute hemorrhagic 
shock that was not reversed by blood transfusion alone. 
This suggests that decreased peripheral vascular tone 
may be an important factor in shock syndrome and 
that certain vasoconstrictor agents in conjunction with 
replacement of blood volume may be of value in its 
treatment. 


Wegria, R.; Ward, H. Frank, C. W., and Dreyfuss, F.: To be 
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The studies reported indicate that nor-epinephrine 
(sympathin N) is an effective agent in treatment in 
certain cases of acute hypotension. Its use in operative, 
hemorrhagic and traumatic shock, and in abate 
patients undergoing thoracolumbar sympathectomy, is 
rn | continued and will be reported later in more 
etal 
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WESTERN EQUINE ENCEPHALOMYELITIS IN CHICAGO 
Report of a Patient Successfully Treated with Gamma Globulin 


WILLIAM SAPHIR, 
and 
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M.D. 


Shortly after the virus of Western equine encephalomyelitis 
was isolated from the central nervous system of affected horses 
in California by Meyer, Haring and Howitt,! infections were 
noted in persons who worked in close association with infected 
animals.2 Howitt*® first recovered the virus from a human 
being in 1938. Since then outbreaks of the disease have occurred 
in several Western and Central states. The largest epidemic 
occurred in Manitoba, Minnesota and North Dakota in 1941 4; 
over 3,000 cases were reported with a mortality rate of 8 to 15 
per cent. At present an endemic focus of this disease is known 
to exist along the Pacific coast. Annual outbreaks occur in 
the Yakima valley (Washington) 5 and in Kern and Fresno 
counties of California.® 

Present epidemiologic and experimental evidence point to the 
spread of equine encephalomyelitis by an arthropod vector 
rather than by contact. Culex tarsalis mosquitoes? and the 
cone nose bug (Triatoma sanguisuga) § have been found infected 
in nature. Experimentally, several species of mosquitoes,® the 
wood tick!?® and the cone nose bug® can be infected and 
transmit the virus to laboratory animals. In addition to infected 
horses, chickens and other birds are believed to be the natural 
reservoir of the virus.* 


Practically all proved cases of Western equine encephalo- 
myelitis to our knowledge have been encountered in rural or 
semirural districts. A unique exception to this epidemiologic 
rule was reported by Richter '! involving an isolated case of 
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Western equine encephalomyelitis in the Chicago metropolitan 
area. 

This report deals with another isolated case of Western 
equine encephalomyelitis in urban Chicago. Diagnosis was 
established by the demonstration of a significant rise in both 
complement-fixing and neutralizing antibody titers for the West- 
ern virus during convalescence. The patient was apparently 
treated successfully with gamma globulin, and evidence is pre- 
sented concerning the presence of Western equine encephalo- 
myelitis neutralizing antibodies in the gamma globulin used for 
therapy. 

REPORT OF A CASE 

_ Mrs. A. B., aged 38, was admitted to Michael Reese Hospital 
on May 19, 1948, with a history of general malaise, headaches, 
chills and fever for the previous ten days. Physical examination 
revealed a well developed, acutely ill patient with flushed face 
and mild cyanosis. There was considerable restlessness and 
agitation. The temperature -was 102 F., respiratory rate 20 per 
minute and the pulse rate 112. The blood pressure was 100 mm. 
of mercury systolic and 60 mm. diastolic. There was slight 
nuchal rigidity and a bilateral positive Kernig sign. The tendon 
reflexes were moderately increased. The results of the remain- 
der of the physical examination were normal. The blood cell 
count revealed an erythrocyte count of 4,200,000 per cubic 
millimeter, hemoglobin of 83 per cent and a white cell count 
of 9,800, of which 71 per cent were neutrophils, 9 per cent 
nonsegmented neutrophils, 4 per cent monocytes and 16 per cent 
lymphocytes. The urine was normal except for a faint trace 
of albumin. 

During the next few days the patient’s condition grew worse. 
The temperature was of a spiking nature, rising to 104 or 
106 F. and falling to 99 F. within a twenty-four hour period 
and accompanied with chills and drenching sweats. Repeated 
malaria smears taken at different hours of the day were nega- 
tive. A trial dose of quinine given for three days was ineffective. 
Roentgenograms ‘of the chest were normal. Repeated blood 
cultures showed no growth. Results of agglutination tests for 
brucellosis, tularemia, typhoid and paratyphoid A and B were 
consistently negative, as were the Weil-Felix reaction and 
heterophil agglutination reaction for infectious mononucleosis. 
The Kahn and Wassermann reactions of the blood were 
negative. 

A spinal tap was performed on May 20. The spinal fluid 
was under normal pressure. Examination of the spinal fluid 
disclosed a cell count of 6 erythrocytes and 1 leukocyte, a 
negative Pandy reaction, a glucose content of 63 mg. per 
hundred cubic centimeters and a chloride content of 691 mg. 
per hundred cubic centimeters. 

Penicillin therapy, 75,000 units intramuscularly every three 
hours, was started. Chills and fever continued. The patient 
complained of severe headaches and thirst. Five per cent dex- 
trose in isotonic sodium chloride solution was given intra- 
venously without significant change in the clinical picture. 
There was transient mental confusion and disorientation, and 
the patient appeared more toxic and cyanotic. Symptoms of 
peripheral circulatory failure became manifest. The condition 
seemed rapidly to approach a critical state. At this point, 
on May 21, the patient’s serum showed a positive reaction to 
the complement fixation test for Western equine encephalo- 
myelitis virus antigen in a titer of 1:5. This is discussed later. 

Gamma globulin therapy, in doses of 10 cc. intramuscularly, 
was started on May 24 and was continued daily for seven days. 
Gradual and distinct improvement took place. The temperature 
remained at 103 F. for two succeeding days and then fluctuated 
between 102 and 100 F. for the remainder of the week. Head- 
aches, signs of meningeal irritation and peripheral circulatory 
failure subsided. Subsequent complement fixation tests on June 1 
and September 20 showed significant rises in titer. 

The patient was discharged on June 10 feeling very weak 
but afebrile and asymptomatic. Subsequent examination four 
weeks later revealed complete recovery and restoration of health. 
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VIRUS STUDIES 

No attempt was made to isolate virus or other causative 
agents by animal or chick embryo inoculation because the 
patient was not seen until the tenth day after onset of illness. 

Specimens of serum obtained from the patient during the acute 
stage, in convalescence and after complete recovery, were 
tested for the presence of both complement-fixing !2 and neu- 
tralizing antibodies for various neurotropic viruses. Serum 
collected on the twelfth day after onset of illness (May 21) 
had a complement-fixing antibody titer of 1:5 (serum dilution) 
for Western equine encephalomyelitis antigen. Results of com- 
plement fixation tests for Eastern equine encephalomyelitis, 
St. Louis encephalitis, lymphocytic choriomeningitis, mumps, 
Japanese B encephalitis and Q fever were negative. Serum 
obtained during early convalescence (June 1) showed a comple- 
ment-fixing titer of 1:20 for Western equine encephalomyelitis 
but remained negative for the other virus and Q fever diag- 
nostic antigens. Two and a half months after complete 
recovery (September 20) the complement-fixing titer was still 
1:20 for the Western virus and negative for the rest. 

Neutralization tests for Western and Eastern equine encepha- 
lomyelitis, St. Louis encephalitis and lymphocytic choriomenin- 
gitis viruses were performed in the manner described in a 
previous publication.1* Undiluted serum obtained during the 
acute stage (twelfth day after onset) failed to neutralize 
approximately 10 or 100 LDs units of the Eastern equine, 
St. Louis or choriomeningitis viruses. However, approximately 
10 LDso units of Western equine virus were neutralized at that 
time. Serum collected during convalescence (June 1) neutral- 
ized approximately 10,000 LDs units of Western equine virus, 
but failed to neutralize the Eastern equine, St. Louis and 
choriomeningitis viruses. Two and a half months after com- 
plete recovery the patient’s serum neutralized approximately 
100,000 LDs units of the Western equine virus but still failed 
to neutralize the other three viruses. 

A sample of the gamma globulin administered to the patient 
was tested in the same manner for the presence of Western 
equine neutralizing antibodies and was found to neutralize 
approximately 10,000 LDs. units of virus when diluted 1: 10 
with isotonic sodium chloride solution. 


COMMENT 

The diagnosis of Western equine encephalomyelitis cannot be 
made by the clinical observations or results of a spinal fluid 
examination. The clinical picture in our patient was that of 
an overwhelming infection, chills and fever, meningeal irrita- 
tion, transient mental confusion and peripheral circulatory fail- 
ure. The spinal fluid was essentially normal. The observation 
of normal spinal fluid in the presence of signs and symptoms 
of central nervous system involvement, however, does not 
necessarily rule out a neurotropic virus infection. One of us 
(A. M.) has reported several proved cases of lymphocytic 
choriomeningitis '4 with normal spinal fluid. There have been 
similar reports for poliomyelitis.15 Usually a specific diagnosis 
of Western equine encephalomyelitis and other virus encepha- 
litides is readily made by demonstration of a significant rise 
in specific neutralizing or complement-fixing antibodies in 
serum obtained during the acute stage and later in convalescence 
or after recovery. This was done in our patient. Two and 
a half months after complete recovery, the patient’s serum 


12. Commercial virus and rickettsial complement-fixing diagnostic anti- 
gens obtained from The Markham and Lederle laboratories were employed. 
The patient’s serum was inactivated by heating at 60 C. for 20 minutes 
prior to testing, and a modified Kolmer complement fixation test as 
recommended by the respective manufacturer was done. 

Milzer, A.: Neurotropic Virus Infections in 1939-1941: 
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neutralized approximately 100,000 LD» units of Western virus 
and showed a complement fixation titer of 1:20, Antibodies 
obtained from the gamma globulin therapy would have largely 
disappeared by this time. 

No attempt was made to isolate the virus from this patient 
because she was not seen until the tenth day after onset of 
illness. Except for lymphocytic choriomeningitis, most of the 
encephalitis viruses are found in the blood stream for a very 
short time and only during the incubation period. Further- 
more, the Western equine virus has been isolated from the 
blood and spinal fluid rarely.* 

The work of Zichis and Shaughnessy 2® on the successful 
treatment of experimental equine encephalomyelitis with hyper- 
immune rabbit serum prompted us to attempt serum therapy 
in our patient. Since no such serum was available for human 
use, and one of us (A. M.) had reported a case of recurrent 
lymphocytic choriomeningitis that was apparently successfully 
treated with pooled normal adult serum,!4¢ we administered 
gamma globulin on an empiric basis, with the hope that 
specific neutralizing antibodies might be present. Moreover, 
to our knowledge there have been no reports on the develop- 
ment of serum hepatitis from the use of gamma globulin. The 
clinical improvement following its use in large dosages in our 
case appeared pronounced and distinct. Subsequent studies 
confirmed the presence of a high titer of Western equine 
encephalomyelitis neutralizing antibodies in the lot of gamma 
globulin given. The presence of antibodies for a wide variety 
of viruses and pathogenic bacteria in gamma globulin has been 
reported by Enders.17 Obviously, different batches will vary 
in viricidal properties, depending on the source of the original 
blood. For this reason perhaps the gamma globulin fraction 
of hyperimmune rabbit serum as prepared by Zichis and 
Shaughnessy 18 would be more suitable for human use. 

After completing the treatment of our patient, we learned 
of the paper by Gold and Hampil,?® in which a technician 
infected in the laboratory with equine encephalomyelitis (West- 
ern type) showed progressive improvement following the 
administration of large doses of horse antiserum (1,595 cc.) over 
a period of five days. On the other hand, inconclusive results 
were obtained in the Saskatchewan epidemic in 1941 with 
relatively small quantities of specific horse serum given to each 
patient..® We feel that possibly better results might have 
been obtained in the Saskatchewan outbreak with larger dosages 
and more potent antiserum. 

The manner in which our patient became infected is unknown. 
She resided in Chicago most of her life and had not left the 
city for several years. There was no history of contact with 
sick animals. The species of mosquitoes (Culex tarsalis) shown 
to be the vector of the Western type virus in California is 
known to occur in the suburbs of Chicago.2° A few attempts 
to isolate virus from this species and Culex pipiens collected 
in the Chicago area in the past have been unsuccessful.?4 


SUMMARY AND CONCLUSIONS é 

An isolated case of Western equine encephalomyelitis in 
urban Chicago is reported. The diagnosis was made by demon- 
stration of significant rise in titer of both complement-fixing 
and neutralizing antibodies for the virus of Western equine 
encephalomyelitis. Complete recovery followed the use of 
gamma globulin containing specific neutralizing antibodies in 
high titer. 


16. (a) Zichis, J., and Shaughnessy, H. J.: Experimental Western 
Equine Encephalomyelitis: Successful Treatment wit yperimmune Rab- 
bit Serum, J. A. M. A. (115: 1071-1078 (Sept. 28) 1940. (b) Zichis, J., 
and Shaughnessy, H. Successful Treatment of Experimental Western 
Equine with Hyperimmune Rabbit Serum, Am. J. P 
Health 35: 815-823, 1945. 

17. Enders, J. F.: Chemical, Clinical, and Seesteinctiaites Studies on 
the Products of Human lasma Fractionation: X. Th oncentrations of 
Certain Antibodies in Globulin Fractions Derived from Human 
Plasma, J. Clin. Investigation 23: 510-530, 1944. 

18. Gold, H., and Hampil, B.: Equine Encephalomyelitis * a Labora- 
T echmician Recovery, Ann. Int. Med. 16: 556-569, 

Davi Encephalomyelitis in Saskatchewan, “Canad. 
Pub” Health J. aa: 388- 398, 1942. 
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Under various names (severe erythema multiforme, Stevens- 
Johnson’s disease, erythema multiforme exudativum and 
ectodermosis erosiva pluriorificialis), the literature indicates 
infrequent involvement of the alimentary canal in the toxic 
eruption commonly known as erythema multiforme. In 1874 
Hebra! reported a patient with “erythema gyratum” in whom 
the autopsy revealed “. . in the small bowels similar red 
circles as on the skin.” In 1895, 1900 and 1904, Osler 2? pub- 
lished groups of cases, totaling 29, the disease in which he 
first described as erythema multiforme. In several of these 
cases there were signs and symptoms referable to the alimentary 
canal. However, in 1914 Osler 3 revised his view in an article 
referring to most of these cases as examples of Henoch’s and 
Schénlein’s purpura. Lever* and Costello® each published 
reviews and case studies in more recent years. Of Lever’s 
2 patients, neither had signs or symptoms of lesions in the 
gastrointestinal tract other than at the orifices. Of Costello’s 
33 patients, 2 had hematemesis and 2 had tarry stools. At 
autopsy 1 of Costello’s patients revealed “. . congestion 
more evident in the duodenum.” 

The patient reported here had an ulcerating process involving 
the proximal three fourths of the large bowel. 


REPORT OF A CASE 

J. M., a 26 year old white woman, had transient conjunc- 
tivitis accompanied with a lesion in her mouth in June 1947, 
A seven day episode of conjunctivitis, an oral lesion, diarrhea 
and an evanescent maculopapular eruption took place in March 
1948. Three months later, on June 19, 1948, diarrhea without 
abdominal symptoms reappeared and persisted. Four days 
later a sore throat and lesions of the mouth were present, 
followed in three more days by an eruption on the trunk and 
vulva. The patient received a vitamin B mixture, penicillin 
troches, and penicillin intramuscularly ‘intermittently from June 
24 to July 3. She had been febrile and passed four or five 
loose brown stools a day for several days prior to hospitalization 
on July 3. 

Physical E inati E ination revealed a moderately 
dehydrated uncomfortable woman with a temperature of 100 F. 
About forty discrete lesions were dispersed on the chest and 
back. These were flaccid vesicles and pustules, but most of 
them had been ruptured and were surrounded by a narrow 
rim of erythema. On the soft palate, tonsillar pillars, buccal 
mucosa and labia minora were several shallow erosions. Some 
were covered with a white membrane which was easily wiped 
off, leaving a bright red base. There was moderate con- 
junctivitis. Results of physical examination of the patient’s 
lungs were normal, and no other abnormalities were noted in 
the balance of the examination. 

Laboratory Procedures.—Results of frequent examinations of 
the urine were normal except for many leukocytes in the 
sediment. On her admission, the patient’s blood was found 
to contain 14.3 Gm. of hemoglobin, 4,820,000 erythrocytes and 
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6,800 leukocytes per cubic millimeter. A differential smear 
revealed 60 per cent polymorphonuclear leukocytes, 36 per cent 
lymphocytes, 4 per cent monocytes and no eosinophils. A blood 
cell count subsequent to hydration of the patient demonstrated 
a drop of the erythrocyte count to 4,350,000 and hemoglobin 
to 11.1 Gm. Results of numerous later examinations of the 
blood did not vary significantly. A culture of material taken 
from the pharynx on admission grew Escherichia coli, alpha 
hemolytic streptococci and coagulase-positive hemolytic Staph- 
lyococcus aureus. Pathogenic intestinal bacteria could not be 
found in cultures of the stool taken on the second and third 
days of hospitalization. Result of guaiac tests for blood in 
the stool were 4 plus on admission, but there was a negative 
reaction by the eighteenth hospital day. An electrocardiogram 
was normal on the seventeenth day after admission. 

Therapy and Course.—Isotonic sodium chloride solution, 
dextrose and water were administered intravenously during the 
first three hospital days. Penicillin was injected in a dose of 
100,000 units intramuscularly every six hours. One gram of 
bismuth subcarbonate was given orally after each stool. The 
lesions of the mouth, vulva and skin were painted daily with 
2 per cent aqueous methylrosaniline chloride. From admission 
to the eleventh day of hospitalization the oral temperature 
varied between 104 F. and 99 F. On the third hospital day 
30 cc. of crude liver extract and 5 cc. daily of vitamin B 
complex were added to the oral medication. Beginning the 
next day 4 cc. of camphorated opium tincture and 15 cc. of 
a suspension of kaolin and pectin were each given twice daily 
by mouth. 

On the patient’s fourth hospital day a roentgenogram of the 
chest revealed no significant abnormalities. On the ninth day 
results of roentgenologic and fluoroscopic examination with a 
barium sulfate enema were reported as follows: The entire 
bowel proximal to the midsigmoid was involved by a process 
which had produced swelling of the folds giving the appearance 
of islands of swollen mucosa with ulcerations both pyramidal 
and collar-button-like in outline. These appeared to stop 
abruptly at the iliocecal valve. Proctoscopy on the same day 
permitted observation of a few isolated ulcerations of 0.5 to 
1.0 cm. in diameter in the rectal mucosa. At this time 1 Gm. 
of sulfadiazine was ordered every four hours wtih equal 
amounts of sodium bicarbonate and 0.26 Gm. three times daily 
of ferrous sulfate. The stools continued to be loose, brown 
and watery and numbered six to eight per day until the tenth 
hospital day. Thereafter the evacuations decreased and became 
normal by the nineteenth day. The sulfadiazine blood level 
on the eleventh day of hospitalization was 7.2 mg. per hundred 
cubic centimeters of blood; it was 7.8 on the sixteenth day. 
Striking clinical improvement was noted on the twelfth day, 
and the penicillin, liver, kaolin and pectin were omitted at 
that time. By the following day the anorexia had vanished 
and the patient appeared alert. The oral temperature dropped 
abruptly to normal on the nineteenth day, and sulfadiazine 
therapy was discontinued. 

Further roentgen studies with barium sulfate enemas on the 
twenty-fourth hospital day showed improvement, but there 
were polyp-like small filling defects throughout the major 
length of the colon. Proctoscopic examination on the following 
day revealed a normal-appearing mucosa with a few localized 
areas of erythema, but no ulceration was seen. The patient 
was discharged after twenty-six days in the hospital and 
remained well to our knowledge for six months. 


COMMENT 
Erythema multiforme in its severest form often affects the 
alimentary tract at its orifices, but it is uncommon for the 
balance of the canal to be attacked. In the patient herein 
reported the colon appeared to be involved in the disease process. 


Bifocal Glasses.—A notable American contribution to oph- 
thalmology, although not by an ophthalmologist, was the inven- 
tion of bifocal glasses in 1784 by Benjamin Franklin—F. H. 
Verhoeff, American Ophthalmology During the Past Century, 
Archives of Ophthalmology, April 1948. 
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PIT-THYROCAS (FORMERLY ANTI-OBESE) 
AND GLAN-OBESE (GERRITT COMPANY) 


The Gerritt Company of Los Angeles, California, circularizes 
physicians with a form letter containing excepts from “unsoli- 
cited” testimonials of other physicians to promote the sale of 
a tableted “shotgun” mixture of drugs for obesity under 
the name Pit-Thyrocas. This advertising makes it plain that the 
name of the product was formerly Anti-Obese and that the 
firm claims it to be “An Ethical Product, Sold Only in an 
Ethical Way.” The firm proposes to send to the recipient as 
a special 30-day offer, five prescription labeled boxes of 100 
tablets each at a net cost of $3, for which the selling price cf 
$17.50 ($3.50 per box) is quoted—leaving a profit of $14.50! 
This remarkable offer to physicians also includes a free “diet 
schedule” sheet, in each box if desired, cleverly designed to 
oversimplify the management of patients who desire to reduce 
weight. The product is backed by the familiar guarantee, “Your 
Money Back If, After Trial, You Are Not Satisfied.” 

The firm’s advertising leaves little to the judgment or, indeed, 
intelligence of the physician. It includes the following formula 
for Pit-Thyrocas: “Thyroid Des. 5 gr.; Pituitary Whole Des., 
Yo gr.; Powd. Ext. Phytolacca Berries, \ gr.; Phenolphtha- 
lein, 4% gr.; Precip. Cal. Carbonate, 3 gr.; Extract Cascara 
Sagrada, 4 gr.” This is identical with the formula previously 
promoted under the name Anti-Obese and is subject to the same 
alteration: “Occasionally these tablets are too laxative, so we 
make them with and without Phenolphthalein—same price, color 
and size.” This makes the formula ‘identical with “Thyrop” of 
the Cole Chemical Company, which has been the subject of 
adverse comments in a previous Council Report.2 

Although also sold to pharmacies for filling prescriptions, an 
appeal to dispensing physicians is made as follows: “This is one 
tablet which many physicians prefer to dispense in order to 
observe the effect on the heart.”—and then, there is a profit 
motive : $2.90 per hundred at the special rate ; $1.75 to $2.45 per 
hundred at regular list prices, “or any other price you may 
choose to charge!” The form letter further has this to say 
concerning the mixture: 

“Pit-Thyrocas Tablets reduced weight because of the well- 
known action of Thyroid and Pituitary in hyperthyroidism. 
Poke Root lessens the desire for food. Calcium Carbonate par- 
tially alkalinizes the HCl in the stomach. Phenolphthalein and 
Cascara Ext. make it the perfect eliminant for treating adiposity.” 

The foregoing quoted explanation of the mixture is an attempt 
to lend a “scientific” aspect to the product.. Well trained phy- 
sicians should not be “taken in” by this verdant verbiage! For 
the sake of the less wary, it may be stated that neither thyroid 
(which is active orally) nor whole pituitary (which is inert by 
mouth) is presently considered useful in the treatment of obesity 
except when this is secondary to hypothyroidism, in which cases 
thyroid alone would be sufficient and oral pituitary wholly 
ineffective. In fact, thyroid should be considered potentially 
harmful and dangerous in persons with a normal basal metab- 
olism. Phytolacca-Poke (puke) berries or root, formerly 
employed as an antirheumatic of dubious value, should be rele- 
gated to folklore medicine, where it belongs. There are superior 
agents now available for depression of the appetite when this 
action is helpful in eliminating the habitual excessive intake of 
food that characterizes most cases of obesity. Just why it 
should be desirable to buffer the hydrochloric acid of the 
stomach in such cases, unless there is a definite hyperchlorhy- 
dria, is not explained by the firm. Possibly the idea is to inter- 
fere with protein digestion in the stomach and so enable the 
patient to eat more, but absorb less. In any case, 3 grains of 
calcium carbonate would do very little buffering. If it is 


1. Press for Obesity, Report of the — on Pharmacy and Chem- 
istry, I. A. M. A. 134: 527-529 (June 7) 1 
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intended to reduce appetite, its effectiveness for this purpose is 
nil. Hurrying the passage of partially digested food through 
the intestinal tract by means of cathartics at most interferes a 
little with caloric intake at the level of the intestine instead of 
at the table. The increased elimination of water by the use of 
cathartics, if it is sufficiently severe, produces some temporary 
reduction of weight, but not of “fat.” The formula thus. repre- 
sents an irrational approach to the treatment of obesity in which 
the importance of correction of habits of overeating is mostly 
ignored. The “diet schedule” offered also is unscientific in 
that it is based on a qualitative rather than a quantitative 
restriction of caloric intake. 

The form letter does not stop with Pit-Thyrocas. The 
closing paragraphs promote what is described as a newer 
product designated “Glan-Obese Pluraglandular Solution.” Con- 
cerning this mixture, it is stated “that an additional glandular 
product was necessary to satisfactorily treat such cases of 
obesity where Pit-Thyrocas Tablets alone would not produce 
the desired effect.” This admission may come as somewhat of 
a shock to the gullible reader of the testimonials for the tablets! 
An accompanying leaflet titled, “Glan-Obese No. 1,” states: 

“Each 2 cc. of this formula contains the aqueous extractives 
of the highest quality Glandular substances as follows: 


Anterior Pituitary Substance............ee0. 30 gr. 
Suprarenal Cortex 30 gr. 
Posterior Pituitary ....... 3 L.U. 


Net wholesale prices are also quoted for 30 and 60 cc. vials 
of this mixture. It is blatantly recommended by the firm for 
the parenteral treatment of obesity (to be administered alter- 
nately or in conjunction with the oral Pit-Thyrocas) and for 
“Multiple Glandular Deficiency Troubles in the Male and 
Female.” The form letter concludes with the additional infor- 
mation that physicians “are using Glan-Obese solution for 
treating such painful uterine conditions as Amenorrhea and Dis- 
menorrhea.” Yet with the utmost candor, it is stated in the 
Glan-Obese No. 1 leaflet that “Hormone activity in this solution 
has not been investigated.” This statement stands in curious 
contradiction to other statements in the leaflet that, “Most 
authorities agree that lack of gland functions is the direct cause 
of obesity in most cases” and that “Glan-Obese is a 100% gland 
stimulant.” The claim that lack of gland function is the primary 
cause of most cases of obesity is absolutely false and not sup- 
ported by any scientific authority. 

The advertising for Glan-Obese goes on with the maze of 
contradictions in the statement, “It has become a well estab- 
lished fact that parenteral injections of glandular extracts are 
far more potent in reducing weight, than the same products are 
when taken orally.” This of course means nothing when applied 
to the gland “substances” in the mixture which are not potent 
hormones. The physician might well ask why the firm offers 
the oral preparation Pit-Thyrocas Tablets if the last quoted 
statement has any significance. He may well ask why Glan- 
Obese solution, also glibly recommended for the treatment of 
multiple glandular deficiency, is of any value for this purpose 
or in obesity due to “lack of gland functions,” when the product 
is said not to have been tested for hormone activity! Most 
physicians will realize that thyroid is active by mouth and is 
almost never injected even in the form of thyroxine for the 
treatment of severe hypothyroidism. It will also be realized 
that when one wishes to inject hormones, potent extracts or 
synthetic compounds, assayed for hormone activity, must be 
employed to obtain therapeutic results. A “shotgun” mixture of 
untested “substances” has no value given either by mouth or 
by injection. 

It seems obvious that the Gerritt Company promotes the sale 
of Pit-Thyrocas and Glan-Obese for obesity wholly on a com- 
mercial appeal to profit. This is not new in the annals of 
questionable advertising for worthless remedies. In this par- 
ticular instance it seems incredible that the manufacturer could 
induce well trained and thoughtful physicians to prescribe these 
products, but the protests which have been received at the 
Council office make it advisable to issue this statement so as 
to dispel any doubt concerning the character of these two 
“remedies” for obesity. 


AND REHABILITATION 
Council on Physical Medicine 
and Rehabilitation 


REPORTS OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following report. 


Howarp A, Carter, Secretary. 


VACOLITE MODEL J HEARING AID 
ACCEPTABLE 


Manufacturer: Vacolite Company, 


Dallas 6. 

The Vacolite Model J Hearing Aid contains microphone, 
amplifier and batteries in a single metal case 106 by 62 by 19 
mm. (44% by 2% by ™% inch). The measurements are made 
exclusive of a small knob in the center of the microphone open- 
ing and the two control wheels at the upper corners. They 
are available with both crystal and magnetic types of receiver. 
The weights of the instruments are: 

Vacolite Crystal J with batteries and receiver, 162.5 Gm. (5% ounces); 
without batteries, 99 Gm. (3% ounces). 


Vacolite Magnetic J with batteries and receiver, 169.5 Gm. (6 ounces); 
without batteries, 106.5 Gm. (3% ounces). 


3003 N. Henderson, 


The manufacturer provided electroacoustic characteristics and 
other pertinent information concerning the instrument. The 
manufacturer’s data were confirmed. 

Battery Drain: 


Voltage Current 
A battery..... 125 volts 38.0 ma. i 
B battery........ 22.0 volts 0.55 ma. e = 
Two subjects, both veteran 


users of hearing aids, participated 
in performance tests of these in- 
struments. Subject A, aged 37, 
suffers from a mixed deafness 
with considerable high tone hear- 
ing loss. His loss for speech is 
42 decibels. Subject B, aged 39, 
has a pure conductive deafness 
with a nearly flat audiogram. Her loss for speech is 44 decibels. 

Acoustic Gain.—Acoustic gain was measured by Auditory 
Test no. 9 (spondee words, recorded version) as follows: 


Vacolite Model J Hearing Aid 


Vacolite Model J 
Crystal Magnetic 
Settings — “~ 
Loss for Tone Aided Aided 
Subject Speech Gain Threshold Gain Threshold Gain 

A 42 decibels 1 full 2 40 decibels 6 36 decibels 
B 44 decibels 2 full i) 35 decibels 4 40 decibels 
Average 37.5 decibels 38 decibels 


Discrimination.—Discrimination tests with the same 2 subjects 
were conducted with two phonetically balanced lists of fifty 
monosyliables each (recorded version) delivered at 60 decibel 
or 65 decibel input to the microphone. The scores for Vacolite 
Crystal and Vacolite Magnetic are as follows: 


Amplifi- 
Sub- cation Reference 


Vacolite Differ- Vacolite Differ- 
ject (No Aid) Instrument Crystal ence Magnetic ence 
A 92 86 (43) 70 (36) —16 90 (32) +4 
B 94 83 (37) 79 (34) — 4 86 (34) +3 
Average —10 +3.5 


The numbers in parentheses after each articulation score show 
the number of decibels above the subject’s no. 9 threshold at 
which the test words reached him. Both subjects used full 
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volume to attain a comfortable listening level. Subject B pre- 
ferred the “tone” of the magnetic to that of the crystal, and 
both made significantly better scores with the magnetic. Even 
the lower score is acceptable, however. 

The acoustic gains are well above the minimum required and 
the articulation scores for the magnetic receiver are better than 
those obtained with the reference instrument. 

The Council on Physical Medicine and Rehabilitation voted 
to include the Vacolite Model J Hearing Aid (Crystal and 
Magnetic) in its list of accepted devices. 


TELEVOX MODEL E HEARING 
ACCEPTABLE 


Manufacturer: Televox Manufacturing Company, 117 South 
Broad Street, Philadelphia 7. 

The Televox Model E Hearing Aid is housed in a fiat, 
rectangular-shaped case with rounded edges and contains micro- 
phone, amplifier and batteries. The microphone and the two 
wheel type controls are also in the conventional positions, and 
the socket for the receiver cord is in the center of the upper 
edge. The clothing clip is riveted to the upper back part of 
the case. The outside dimensions excluding the projecting con- 
trols and the clothing clip are 103 by 63 by 20 mm. (4% by 
2% by % inch). The weight of the instrument, including 


AID 


receiver and cord, but without batteries, is 112 Gm. (4 ounces) ; 
It is equipped with a 


with batteries, 159.5 Gm. (5% ounces). 
magnetic receiver only. 

The manufacturer submitted data on 
the acoustical and electrical charac- 
teristics of the instrument which were 
confirmed by the Council. 


Battery Drain Data: 


Voltage Current 
A « 1.5 volts 39.0 ma. 
B battery............. 22.5 volts 0.48 ma. 


Two subjects, both veterans users 
of hearing aids, participated in per- 
formance tests of these instruments. 
Subject A, aged 37, suffered from a 
mixed deafness with considerable high 
tone hearing loss. His loss for speech 
was 42 decibels. Subject B, aged 39, 
had a pure conductive deafness with a 
nearly flat audiogram. Her loss for 
speech was 44 decibels. 

Acoustic Gain.—The acoustic gain for these 2 subjects was 


measured with recorded spondee word lists (Test no. 9) with 
the following results: 


Televox Model E 
Hearing Aid 
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Loss for Tone Volume Aided 
Subject Speech Setting Setting Threshold Gain 
A 42 decibels 1 Full -—7 49 
B 44 decibels 2 Full --2 46 


Average 47.5 


The acoustic gain is sufficient to bring the subjects’ aided 
thresholds below normal. The test, therefore, may not reveal 
the full acoustic gain of the instrument, but it is indirect evi- 
dence of absence of undue inherent noise. 

Discrimination.—Discrimination tests with the same 2 subjects 
were conducted using two phonetically balanced lists of 50 mono- 
syllables each (recorded version) delivered at 60 decibels. The 
scores are as follows: 


Amplification Reference Televox 
Subject (No Aid) Instrument Model E Difference 
A 92 86 (43) 83 (45) —3 
B 94 83 (37) 92 (40) +9 
Average +3 


The numbers in parentheses following the articulation scores 
indicate the number of decibels above the no. 9 threshold at 
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which the words reached the listener. The input to the instru- 
ment was 60 decibels in each case, and the volume control 
adjusted for a “loud but comfortable level.” 

The acoustic gain is beyond the minimum requirements and 
the discrimination very good. 

The Council on Physical Medicine and Rehabilitation voted 
to include the Televox Model E Hearing Aid in its list of 
accepted devices. 


Council on Foods and Nutrition 


REPORT OF THE COUNCIL 
The following statement has been accepted by the Council on 
Foods and Nutrition. James R. Witson, M.D., Secretary. 


THE ADDITION OF SURFACE-ACTIVE COM- 
POUNDS TO FOODS 


An increasing proportion of the nation’s food supply is sub- 
jected to industrial processing. Accordingly, alterations in 
processing technics may have a direct: bearing on the quality of 
the national diet and health. In general, the food industries 
are to be commended for their awareness of the responsibility 
which they carry for the protection of the nation’s food supply. 
Improved methods of processing have been developed for preser- 
vation of nutrients in foodstuffs, and “fortification” and “enrich- 
ment” of foodstuffs have been developed as recommended by 
various official and nonofficial agencies. 

At present, however, there is being introduced a new proc- 
essing practice which the council views with considerable 
apprehension — namely, the widespread addition of certain 
surface-active compounds to a variety of foods, especially bread 
and other bakery products. 

Among the most widely used surface-active agents are deriva- 
tives of polyoxyethylene, combined with fatty acids and, in some 
instances, with sorbitol. They are added to foodstuffs during 
processing in order to aid emulsification and for other purposes. 
Their use allows the production of a smooth-textured product, 
often of superior sales appeal, which contains less fat than one 
made without the emulsifying agent. In some instances the 
addition of the agent also permits the lowering of the propor- 
tions of other important food ingredients in the product—for 
example, the use in bread and cake imparts similar properties 
of “freshness” as does the use of nonfat milk solids. 

Availab!e knowledge of the possible toxicity of these substances 
is fragmentary; particularly is evidence lacking as to chronic 
toxicity. The employment of these agents in the processing of 
such basic foods as bread and bakery goods, as well as other 
foods (such as ice cream, candy and peanut butter) could lead 
to the ingestion of considerable quantities of these materials of 
uncertain toxicologic action. Unless the complete harmlessness 
of these agents can be demonstrated beyond reasonable doubt, 
they should not, in the Council’s opinion, be employed in basic 
foods. 

When these agents are used as extenders, particularly in 
making bread, cakes and pastries, the nutritive quality of the 
produce is usually diluted. This dilution results from the 
decrease in amounts of fat, milk solids and, in some cases, eggs 
required to produce an “acceptable” product. The caloric value 
of the extender itself is not completely defined, but is con- 
siderably less than the shortening which it may replace. Any 
reduction in content of milk and eggs in products would obvi- 
ously reduce the quantity of a number of important nutrients 
in the food. Such a dilution is not desirable from a nutritional 
standpoint. 

The Council’s concern in reference to the use of these sub- 
stances in foods resides in the inadequacy of knowledge concern- 
ing their toxicity and the deterioration in nutritive value of 
basic foods which their introduction allows. 


- 
\ 
i} 
| 
| 
| 


784 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET - - - CHICAGO 10, ILL. 


Edited by 
MORRIS FISHBEIN, M.D. 
Assistant Editor, AUSTIN SMITH, M.D. 
Associate Editors 
JOHNSON F. HAMMOND, M.D. RICHARD J. PLUNKETT, M.D. 
Editor for Current Medical Literature, GEORGE HALPERIN, M.D. 
Assistant to the Editor, JEWEL F. WHELAN 
- Twelve dollars per annum 
Cable Address - - - - “Medic, Chicago” 


Please send in promptly notice of change of address, giving 
both old and new; always state whether the change is temporary 
or permanent. Such notice should mention all journals received 
from this office. Important information regarding contributions 
will be found on second advertising page following reading matter. 


Subscription price - - - in advance 


SATURDAY, JULY 2, 1949 


THE LYMPHOCYTE AND IMMUNITY 

Although the leukocytes have long been regarded 
as important in defense against disease, only some 
twenty-five years have passed since the suggestion * 
was made that the lymphocytes, specifically, produce 
the antibodies. The arrangement and drainage of the 
vast system of lymphatic vessels would suggest that 
antigenic material might be carried to lymph nodes and 
other lymphoid tissue where its presence might stimu- 
late formation of antibodies. The observation? that 
agglutinins appear in the lymph nodes before they are 
found in the serum supports such a view. Furthermore, 
the relatively high agglutinin and hemolysin titer of the 
washed cells of the lymph nodes of immunized mice 
indicate that antibodies are concentrated in the lympho- 
cytes.* The incubation of lymphocytes with one kind 
of antibody in plasma which contains another kind of 
antibody, indicates that the antibodies are formed by 
the lymphocytes and not absorbed by them from sur- 
rounding plasma.* 

Efforts have been made to identify the antibodies with 
certain proteins. By chemical fractionation of human 
plasma,° a large proportion of the antibodies were 
shown to react with a variety of pathogens and viruses 
and to reside in the alpha, beta and gamma globulins. 
Later gamma globulin was demonstrated in the human 
lymphocyte. A more complete separation of the pro- 
teins extracted from lymphoid tissue has been made 
recently by the method of electrophoresis,’ and three 
main components have been identified, i. e., alpha, beta 
end gamma globulin. From these observations the 
antibodies either are or are associated with the globu- 
lin fractions of the serum proteins. 


1. Bunting, C. H.: Wisconsin M. J. ee 1925. 
ait McMaster, P. D., and Hudack, S. : j. Exper. Med. @1: 783, 
1 
3. Dougherty, T. F.; Chase, J. H., and White, A.: Proc. Soc. Exper. 
Biol, & Med. 57: 295, 1944. 

4. Harris, T. N.; Grimm, E.; Mertens, E., and Ehrich, W. E.: J, 
Exper. Med. 81:73, 1945. 

5. Enders, J. F.: J. Clin. ete gene 23:510, 1944. 

6. Kass, E. A.: Science 101: 337, 5. 

7. Roberts, S., and White, A.: J. se Chem. 178: 151, 1949. 


EDITORIALS 


A. M. A. 
uly 2, 1949 


The probable mechanism of the production of the 
immune proteins has been elucidated by injecting pitu- 
itary adrenotrophic hormone. A decrease in the weight 
of the lymphoid tissue, decrease in number of lympho- 
cytes therein, lymphopenia and an increase in plasma 
proteins and antibody titer follow. Whereas serum 
albumin is formed in the liver, at least a part of the 
globulins are apparently formed from lymphocytes in 
lymphoid tissue and are there endowed with immune 
properties. 


USE OF ISOTOPES IN STUDIES OF 
HEMOGLOBIN FORMATION 


Isotopes of a number of chemical elements are now 
used as “tracers” for studying the mechanism and site 
of formation of substances in the animal organism. 
Investigations over the past five years which have 
elucidated the biosynthesis of creatine may be cited as 
an example. Recent work in the biosynthesis of hemo- 
globin is further evidence of the value of this experi- 
mental approach. The iron of the hemoglobin molecule 
is derived from either dietary iron or, apparently pref- 
erentially, from the destroyed red cell itself. The 
question of the formation of the porphyrin and the 
globin portions has remained unanswered until recently. 
The fact that the porphyrins may be synthesized in 
the body was clearly demonstrated in 1939 in rats fed 
porphyrin-low diets.! The globin moiety has been gen- 
erally assumed to be derived from dietary protein. Using 
isotopic nitrogen (nitrogen 15) investigators at Colum- 
bia University’ have found that the simple amino 
acid glycine serves as a precursor of protoporphyrin 
in both man and the rat. Under comparable conditions, 
glutamic acid, leucine and ammonia did not contribute 
to this synthesis, thus suggesting some degree of speci- 
ficity of glycine as a porphyrin precursor. Other 
studies by this group* using labeled deuteroacetate 
indicated that acetic acid was also used in the biosyn- 
thesis of protoporphyrin. Further recent studies * with 
glycine labeled with radioactive carbon (carbon 14) 
have confirmed the earlier studies and have shown, in 
addition, that the alpha carbon atom of glycine,* but 
not the carboxylearbon,’” is incorporated into the 
protoporphyrin molecule. These investigators also 
observed that the radioactive carbon of the glycine 
appeared in the globin portion of the molecule, thus 
confirming the older beiief that amino acids from 
dietary protein were used in the synthesis of globin. 
Further observations on the possible incorporation of 
other amino acids in globin will be awaited with interest. 

Studies on the site of the biosynthesis of hemoglobin 
have also been made by the use of isotopes. Again 


8. White, A., and Dougherty, T. F.: Endocrinology 36: 207, 1945. 

1. Kirkman, N. F.: J. Physiol. 93: 508, 1939. 

2. Shemin, D., and Rittenberg, D.: J. Biol. Chem. 159: 567, 1945; 
ibid. 166: 621, 1946. 

3. Bloch, K., and Rittenberg, D.: J. Biol. Chem. 159: 45, 1945. 

4. (a) Altman, K. L, and others: J. Biol. Chem. 176: 319, 1948. 
(b) Grinstein, M.; Kamen, M. D., and Moore, C. V.: ibid. 174:767, , 
1948. 
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using glycine labeled with nitrogen 15, the Columbia 
University workers have found that the synthesis of 
the glycine into protoporphyrin can occur in nucleated 
red blood cells (duck) and, curiously enough, in the 
blood cells of human patients with sickle cell anemia.® 
This work has been confirmed using glycine labeled 
with radioactive carbon, which was incubated with bone 
marrow homogenates from rabbits.’ Confirmation was 
also obtained with “radioautographs” of blood smears 
made from rats given injections of the labeled glycine.® 

The isotopic studies thus indicate that hemoglobin is 
formed in the body from such substances as glycine, 
acetic acid and undoubtedly other amino acids and that 
this process may occur primarily in the primitive 
nucleated erythrocyte in the bone marrow of man and 
other mammals. The utilization of such simple and 
abundant units for the biosynthesis of the vital pig- 
ment hemoglobin may be cited as another outstanding 
example of “the wisdom of the body” and one which 
undoubtedly has played a major role in the evolutionary 
survival of species whose blood contains hemoglobin 
as the respiratory pigment. 


HOME CARE AS AN EXTRAMURAL 
HOSPITAL FUNCTION 

Home care’ of patients was inaugurated by the 
Montefiore Hospital of New York City in 1947. The 
program was limited to 50 patients who could not 
afford the services of a private physician. Ward 
patients who can do as well in their own homes as 
they can in the hospital, as determined by specially 
trained doctors and social workers, are returned there 
with a promise of complete hospital care, either in 
their own homes entirely or by a return to the hospital as 
necessary. At a later date the patient who can afford 
the services of a private physician but not the more 
expensive services which his condition demands will be 
included. This should result in a form of cooperation 
between hospital and practitioner in which the prac- 
titioner will have the diagnostic and therapeutic facilities 
at his disposal in the patient’s home. 

Extramural service provides for carefully selected 
patients the kind of care thus far available only to 
intramural patients. These patients secure consulta- 
tions through participation in the teaching program. 
Clinical research is aided because it is under continuous 
observation over longer periods of time. Nursing is 
done by the Visiting Nurse Service of New York 
through a contractual arrangement. The cost of home 
care is about one fourth the cost of maintaining the 
same patient in a hospital bed. 


5. Shemin, D.; London, I. M., and Rittenberg, D.: J. Biol. Chem. 
1948. 
" I. M.; Shemin, D., and Rittenberg, D., J. Biol. Chem. 
173: 797, B 
. K. I.; Salomon, K., and Noonan, T. R.: J. Biol. Chem. 
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8. Boyd, G. A., and others: Science 108: 529, 1948. 
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A similar experiment was begun by Bellevue Hos- 
pital, New York, in 1948. Unterman and co-workers * 
stress the importance in this program of a careful evalu- 
ation of the patient’s home situation by the social worker 
in determining his eligibility for home care. The deci- 
sion to accept a patient to home care is made jointly 
by the physician and the medical social worker. Nursing 
care is provided by the Visiting Nurse Service of 
New York on a fee for service basis, at the request 
of the home care physician. The cost of treating 
patients at home amounted to $2.83 per patient day, 
or approximately one fourth of the cost of hospital 
care. 

Home care is a practical means of extending con- 
tinuous medical service to indigent patients. The 
method results in economy of hospital beds. 


PARATHYROID ACTIVITY AND THE 
KIDNEY 

The relation of the activity of the parathyroid gland 
to calcium metabolism has been demonstrated repeat- 
edly in the laboratory. Clinically, the syndrome known 
as osteitis fibrosa cystica and the latent and manifest 
tetany following the removal of too large a proportion 
of the gland are recognized as hyperparathyroidism 
and hypoparathyroidism, respectively. Clear as this 
relationship is, the precise mechanism whereby the 
hormone exerts its influence on mineral metabolism has 
not been elucidated. One view? considers that the 
change in blood calcium after the injection of para- 
thyroid extract represents an adjustment due to altera- 
tion of phosphate concentration ; another theory * relates 
the action of the hormone directly to the removal of 
calcium from the bones with the consequent elevation of 
this element in the plasma. 

Any final explanation of the effect of the para- 
thyroids on calcium and phosphorus metabolism might 
involve the control of blood levels by the kidney through 
tubular reabsorption and excretion. A recent study * 
has been directed to this point ; the glomerular filtration 
of calcium and phosphorus, the tubular reabsorption of 
these elements and their concomitant excretion in the 
urme have been determined in dogs in which some 
stress has been induced by the injections of saline 
solutions containing various concentrations of sodium 
phosphate. In part of the experiments, parathyroid 
extract was administered prior to the infusion. Over 
a range of induced plasma inorganic phosphate concen- 
trations of 0.9 to 5.48 millimols per liter, the rate of 
reabsorption of phosphate in the renal tubules was 
essentially uninfluenced by the parathyroid extract injec- 
tion. Under the same experimental conditions, the 
administration of the hormones was accompanied by 


2, Unterman, D.; DeGraff, A. D., - eae E.: Study of 
in a Municipal Hospital, J. A. 152-155 (May 
14) 1 
"Albright, F.: J. A. M. A. 117: 527-533 (Aug. 
2. Selye, H.: Endocrinology 16: —" 558 (Sept.-Oct.) 1 
3. Jahan, I., and Pitts, R. F.: Am. J. Physiol. wt yy (Oct.) 1948, 
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hypercalcemia, increased tubular reabsorption of cal- 
cium and hypercalcuria. Apparently, therefore, the 
changes in the calcium level of the blood and increased 
loss in the urine are not closely associated with any 
pronounced alterations in the way in which the kidney 
handles phosphate under the influence of parathyroid 
hormone. The changes in calcium are no doubt pro- 
duced by the hormone through extrarenal mobilization 
of calcium from body stores. 


Current Comment 


CHEMICAL CONTAMINANTS OF FOODS 


A food, to be regarded as wholesome, must make its 
expected contribution to human nutrition and must be 
clean and free from harmful bacteria or poisonous sub- 
stances such as harmful chemical contaminants. Since 
the recent war many new chemical technologic aids 
have been developed for use in the growth, storage 
or processing of foods. Some have been pretested and 
shown to be harmless; others have not. The potential 
health hazards of chemicals of little known or unknown 
toxicity is obvious. Safety can be assured only if there 
is adequate pretesting of materials prior to their use in 
foods. Information concerning the contaminant’s fate 
in the body, a knowledge of chronic as well as acute 
toxicity, and practical analytic methods are essential. 
Elsewhere in this issue of THE JoURNAL (page 783), 
the Council on Foods and Nutrition calls attention to 
the necessity of a careful consideration of the use 
of surface-active agents in foods. Thus far, the use of 
these substances is limited, but their possible range of 
application includes almost all foods containing starch 
or fat. When a chemical technologic aid may find its 
way into the daily diet of nearly everYone from infancy 
to the grave, the necessity for being assured of its 
safety becomes significantly increased. A problem of 
these dimensions is difficult to solve and requires the 
expert opinion of a group of specialists whose inde- 
pendence of thought and action is unquestioned. Phy- 
sicians are not opposed to the development of new 
chemical technologic aids which may be useful in the 
growth, storage or processing of foods. However, past 
experience forces them to call attention to the necessity 
of an orderly development of essential information con- 
cerning chemical contaminants of foods so that safe 
methods of use may be developed before these chemicals 
are offered for general use on food crops or for use in 
food storage or processing. Failure to recognize the 
necessity of adequate preliminary study is an invitation 
to trouble. 


PRIMARY AMYLOIDOSIS 


Primary or systemic amyloidosis is a comparatively 
rare disease, less than 60 cases having thus far been 
reported, according to the review by Dahlin.t Probably, 
however, additional examples have been recorded under 
such names as atypical amyloidosis, paramyloidosis and 
idiopathic amyloid disease and still other cases have 
been overlooked. The condition differs from secondary 
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amyloidosis in that such etiologic factors as tuberculosis 
or chronic suppuration are absent; involvement of the 
liver, spleen, kidneys and adrenal glands is minimal ; 
amyloid is deposited in such unusual situations as the 
heart, lungs, skin and striated muscles ; reactions to spe- 
cific stains for amyloid material, are atypical and some- 
times there are tumor-like collections of amyloid. In 57 
recorded cases the average age was 55 years; the oldest 
patient was 80 and the youngest 15 years of age. No 
significant sex predilection has been noted, 30 of the 
patients having been males and 25 females. A most 
remarkable feature of the disease is involvement of the 
heart muscle. It was specifically mentioned in 46 of 
54 instances that were investigated at necropsy. In 
25 of this series myocardial insufficiency was believed 
to have been the cause of death. In the same number 
of cases involvement of the gastrointestinal tract was 
noted in 33 and pulmonary changes in 24. Deposits in 
the skin are present in about one fourth of all cases 
and are an important diagnostic feature. Changes in 
the bones and joints have been recorded occasionally. 
Involvement of the small arteries and veins of many 
different organs is commonly observed. Of 44 cases of 
amyloid disease in which necropsy was made at the 
Mayo Clinic during a period of about twenty-six years, 
8 were examples of primary systemic amyloidosis.’ 


ABNORMAL HEART RHYTHMS IN DIGI- 
TOXIN THERAPY 


Aspects of toxicity associated with digitoxin therapy 
have been studied recently by Levine’ at the Peter 
Bent Brigham Hospital. Among 338 patients with heart 
disease who received digitoxin therapy, 7 patients 
experienced abnormally rapid cardiac rhythms, includ- 
ing idioventricular rhythms, paroxysmal ventricular 
tachycardia or interference and dissociation phenomena. 
The incidence of toxicity resulting in rapid rhythms was 
greater in the group that received digitoxin therapy 
than in a control group treated with digitalis leaf, even 
though significant statistical difference could not be 
shown. Toxic rhythms that did occur from therapy 
with digitalis leaf were much less insidious in onset 
than were those caused by digitoxin. A rising ven- 
tricular rate or a sudden regularization of a totally 
irregular rhythm was considered a clue to imminence 
of onset of toxicity. The problem of toxicity from 
digitalis preparations will probably remain unsolved 
until a practical chemical test to determine blood level 
of digitalis bodies is developed. In the 7 patients 
described, dosage of digitoxin was believed to be 
excessive in 3 and not excessive in 3. Dosage 
in the seventh case may have been excessive. 
Levine’s observations were not intended as a depreca- 
tion of digitoxin therapy. The uniform potency of this 
glycoside is considered a boon to both patient and 
physician, since toxic side effects noted with other 
forms of digitalis therapy do not occur. However, lack 
of the warning signs of the usual toxic side effects 
demands that the physician be more alert to the possible 
insidious development of other evidences of toxicity. 


i. Dahlin, D. C.: Primary Amyloidosis, with Report of Six Cases, 
Am. J. Path. 25: 105, 1949. 


1. Levine, H.: Abnormal Rapid Rhythms Associated with Digitoxin 
Therapy: Ann. Int. Med. 29: 822 (Nov.) 1948 
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ORGANIZATION SECTION 


PROCEEDINGS of the ATLANTIC CITY SESSION 


MINUTES OF THE ANNUAL SESSION 


ATLANTIC CITY, 


OF THE HOUSE OF DELEGATES OF 


THE AMERICAN MEDICAL ASSOCIATION, HELD IN 


JUNE 6-10, 1949 


HOUSE OF DELEGATES 


Second Meeting—Tuesday Afternoon, June 7 


The House of Delegates was called to order at 2:15 p. m. 
by the Speaker, Dr. F. F. Borzell. 


Report of Reference Committee on Credentials 
Dr. H. B. Everett, Chairman, stated that 183 delegates had 
filed credentials with the reference committee. 


Presentation of Minutes 
It was moved by Dr. Mather Pfeiffenberger, Illinois, seconded 
by Dr. Thomas P. Murdock, Connecticut, and carried, that 
the House dispense with the reading of the minutes. 


Report of Reference Committee on Executive Session 
Dr. John W. Cline, Chairman, presented the following report : 
Your Reference Committee on Executive Session has met 

and examined the three items referred to it. It is the unanimous 

opinion of the committee that there is no cause to consider 
these items in Executive Session. 

Resolutions on the Confidential Nature of Birth Records and 
Resolution on Child Health Programs on the State and Local 
Levels: Two of the resolutions referred to the committee 
have been returned to the Speaker for re-reference inasmuch as 
the committee believes they are in a category better handled 
by other committees. 

Resolution on Membership in the American Medical Asso- 

ciation: The one item with which this committee has dealt 

is the resolution introduced by Dr. Stephen R. Monteith, New 

York. This resolution calls for the appointment of a committee 

to study certain conditions supposedly involved in membership 

in the American Medical Association. 

After consideration of the resolution and discussion with those 
interested in it, the committee is of the unanimous opinion that 
the fundamental basis of organization of the American Medical 
Association is the component county society. The Constitution 
and By-Laws of the Association clearly express this intent. The 
manner of admission to membership is entirely a county society 
function, and unless the Constitution and By-Laws were amended, 
the appointment of such a committee would serve no useful 
purpose. The committee unanimously recommends that this 
resolution be rejected. 

Respectfully submitted, 


Joun W. Curve, Chairman. 
R. H. Hayes. 

Tuomas P. Murpock. 
Howarp K. Petry. 

Huenr P. 


The report of the reference committee contained in the second 
section was adopted on motion of Dr. Cline, seconded by Dr. 
Thomas P. Murdock, Connecticut, and carried. 

The Speaker requested Dr. Cline to read the two resolutions 
referred to in Section 1 of the report of the reference com- 
mittee. After Dr. Cline read them the Speaker referred both 
resolutions to the Reference Committee on Legislation and 
Public Relations. ‘ 


Report of Reference Committee on 
Miscellaneous Business 
Dr. Mather Pfeiffenberger, Chairman, presented the following 
report: 


1. Resolution on Establishment of Committee on General 
Practice: Your reference committee recommends that the 
appointed committee be reactivated and allowed to work. 

2. Resolution on Single Membership Classification: Your 
committee recommends acceptance of this resolution. 

3. Resolution on American Medical Association Assessment 
and Dues: Your committee approves this in principle but 
advises delay of action until the interim session. 

4. Resolution on General Practice Sections in Hospitals: 
Your committee approves the principle of the resolution but 
does not believe it should be made mandatory. 

5. Resolution on Supporting the American Medical Associa- 
tion: Your committee disapproves the resolution on the grounds 
that it feels that every effort is being expended to accomplish 
the purpose of the resolution. 

6. Resolution on Displaced Physicians: Your committee 
approves this resolution if it is feasible. 

7. Resolution on Affiliation of Medical Students with the 
American Medical Association: Your committee approves this 
resolution. 

8. Resolution on General Practioner’s Award: Your com- 
mittee approves the Resolution on General Practitioner’s Award 
effective Jan. 1, 1950. 

9. Resolutions on Suggested Educational Device: Your com- 
mittee approves these resolutions and recommends they be re- 
ferred to the Public Relations Committee to be used as they 
see fit. 

Respectfully submitted, 

MATHER PFEIFFENBERGER, Chairman. 
GeorGE BRAUNLICH. 

R. BrooksHer. 

ANpREW A. EccstTon. 

Hoyt B. Woo ttey. 


Dr. Pfeiffenberger moved adoption of the report of the refer- 
ence committee on the Resolution on Establishment of Com- 
mittee on General Practice (Section 1) and the motion was 
seconded by Dr. George W. Kosmak, New York, and carried. 

It was moved by Dr. Pfeiffenberger that the report of the 
reference committee dealing with the Resolution on Single 
Membership Classification (Section 2) be adopted. After dis- 
cussion by the Speaker, Dr. Walter E. Vest, West Virginia, 
and Dr. George F. Lull, Secretary, Dr. Vest moved that the 
resolution be referred to the Board of Trustees for study and 
report at the interim session and the motion was seconded by 
Dr. T. K. Gruber, Michigan, and carried. 

On motion of Dr. Pfeiffenberger, seconded by Dr. Charles 
H. Phifer, Illinois, and carried, the report of the reference 
committee on the Resolution on American Medical Association 
Assessment and Dues (Section 3) was adopted. 

Dr. Pfeiffenberger moved adoption of the report of the 
reference committee referring to the Resolution on General 
Practice Sections in Hospitals (Section 4) and the motion 
was seconded by Dr. Val H. Fuchs, Louisiana, and carried 
after discussion by Dr. James R. Reuling, New York, and 
Dr. Pfeiffenberger. 

Dr. Pfeiffenberger moved that the report of the reference 
committee dealing with the Resolution on Supporting the 
American Medical Association (Section 5) be adopted, and the 
motion was seconded by Dr. Charles H. Phifer, Illinois. After 
discussion by Dr. Val H. Fuchs, Louisiana, Dr. Pfeiffenberger 
and the Speaker, Dr. John W. Cline, California, moved an 


-- 


788 


amendment that the House heartily endorse the resolution as 
introduced and this motion was seconded by Dr. Thomas P. 
Murdock, Connecticut, and adopted after discussion by Dr. 
Val H. Fuchs, Louisiana; Dr. G. Henry Mundt, Illinois, Dr. 
T. K. Gruber, Michigan; Dr. Lowell S. Goin, California, the 
Speaker and Dr. Cline. The report of the committee on this 
resolution, as amended, was then adopted. 

It was moved by Dr. Pfeiffenberger that the portion of the 
report of the reference committee approving the Resolution on 
Displaced Physicians if feasible (Section 6) be adopted, and 
the motion was regularly seconded and carried after discussion 
by the Speaker, Dr. Walter E. Vest, West Virginia, and Dr. 
Pfeiffenberger. 

On motion of Dr. Pfeiffenberger, regularly seconded and 
carried, the report of the reference committee approving the 
Resolution on Affiliation of Medical Students with the Amer- 
ican Medical Association (Section 7) was adopted. 

A motion of Dr. Pfeiffenberger to approve the report of the 
reference committee approving the Resolution on General Prac- 
titioner’s Award (Section 8), was lost after discussion by the 
Speaker; Dr. Pfeiffenberger; Dr. E. L. Henderson, Chairman, 
Board of Trustees; Dr. Thomas P. Murdock, Connecticut ; 
Dr. Walter E. Vest, West Virginia, and Dr. Charles H. Phifer, 
Illinois. 

Dr. Pfeiffenberger moved that the report of the reference 
committee approving of the Resolutions on Suggested Educa- 
tional Device (Section 9) and recommending its reference to 
the Public Relations Committee, be adopted. After discussion 
by the Speaker and Dr. Pfeiffenberger, Dr. James R. Reuling, 
New York, offered an amendment that the House heartily 
approve the suggestion and use it in every way possible and 
this was seconded by Dr. Walter E. Vest, West Virginia, and 
discussed by Dr. Pfeiffenberger and the Speaker, who sug- 
gested that it be referred to the Coordinating Committee rather 
than to the Public Relations Committee, which was accepted by 
Dr. Pfeiffenberger, who then moved adoption of this section 
of the report, as amended. The motion was seconded by Dr. 
Charles H. Phifer, Illinois, and carried. " 

On motion of Dr. Pfeiffenberger, seconded by Dr. Thomas 
P. Murdock, Connecticut, and carried, the report of the refer- 
ence committee as amended was adopted as a whole. 


Report of Reference Committee on 
Emergency Medical Service 
Dr. Leland S. McKittrick, Chairman, presented the following 
report, which on motions of Dr. McKittrick, duly seconded 
and carried after discussion, was adopted section by section: 


Report oF Councit ON NATIONAL EMERGENCY 
Mepicat SERVICE 

1. Elevation of Position of Surgeon General: Your reference 
committee considered the portion of the Report of the Council 
on National Emergency Medical Service dealing with the 
elevation of the position of Surgeon General, shares the satis- 
faction of the Council in its report and commends the Council 
for its excellent work in helping to bring about this change. 

2. Division of Medical Services in Office of Secretary of 
Defense: Your reference committee considered that portion 
of the Report of the Council on National Emergency Medical 
Service relative to the directive establishing in the Office of 
the Secretary of Defense a Division of Medical Services to 
be headed by a Director of Medical Services of the Armed 
Forces, notes with satisfaction this directive and later will 
report on the subsequent developments in the medical services 
of the Armed Forces. Your committee recommends that a 
proper note of commendation be forwarded to the President 
of the United States and the Secretary of Defense in recog- 
nition of this constructive and forward-looking action. 

3. Proposed Establishment of a Section on Military Medi- 
cine and Surgery: Your committee has also reviewed the 
background leading up to its approval of the establishment of 
a Section on Military Medicine and Surgery. It recommends 
that the question of the establishment of such a Section be 
referred to the Council on Scientific Assembly for definite 
recommendation. 
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4. Action Favoring Passage of H. R. 3039 and S. 1698: 
This pertains to the impossibility of reserve officers in Army, 
Navy and Air Force Medical Corps obtaining credit points 
necessary to complete a satisfactory year of federal service 
during the first year of operation of Public Law 810 of the 
80th Congress. S. 1698 and H. R. 3039 have been introduced 
to make satisfactory changes in the present law. Your com- 
mittee recommends that the American Medical Association go 
on record as favoring the passage of S. 1698 and H. R. 3039 
and/or other suitable legislation looking toward the deferment 
for one year of the basis on which the point requirements in 
such law shall become effective and that copies of this action 
be forwarded to the President of the United States, to the 
Secretary of Defense, to the Secretary of the Army, Navy and 
Air Force, to the Chairman of the Armed Services committees 
of the Senate and House and to Senator Johnson and Repre- 
sentative Ford. 

Respectfully submitted, 

Letanp S. McKittrick, Chairman. 
S. J. 

Georce S. Kiump. 

Rotanp W. STAR. 

Ropertson Warp. 


Report of Reference Committee on Reports of Officers 

Dr. F. J. Pinkerton, Chairman, presented the following report, 
which on motions of Dr. Pinkerton, duly seconded and carried, 
was adopted section by section and as a whole: 

1. Address of President: Your reference committee finds 
itself in complete accord with the views of our President as 
expressed in his report. However, there are observations of 
special significance which it feels should be emphasized. His 
address is divided into four parts. Your committee will com- 
ment briefly on each. 

(1) Medical education, hospitals and medical schools, students 
and teaching facilities, teacher and endowment shortages, 
specialization boards, etc., are problems that have already been 
referred to appropriate reference committees. Complex as they 
are in solution, your committee feels that every means should 
be exhausted to solve them, and that this should be the obliga- 
tion of the profession in cooperation with the proper authorities 
concerned. 

(2) Your committee notes with approval the President’s 
comments relative to the problems of securing adequate per- 
sonnel for the Armed Forces. He has made a studied analysis 
of the current situation and has offered many constructive 
suggestions. These matters will undoubtedly be the concern 
of the Council on National Emergency Medical Service, and 
policies which will be developed will be presented by this 
body. Your committee recommends that the Council give the 
President's remarks serious consideration. 

(3) The President has expressed tersely and with great 
clarity the philosophy behind the drive for compulsory sickness 
insurance, and the false tenets on which it is founded. He has 
emphasized particularly the technics of the protagonists of 
this movement and the pressure on our national legislators 
which in his words is “ghastly and unending. Bureaucracy 
degrades the individual and destroys personal service and free- 
dom.” Your committee is wholeheartedly in accord with this. 

(4) The President points out our willingness to cooperate 
wherever possible in an effort to reduce misunderstandings, but 
in such cooperation we must recognize the basic principles and 
moral issues involved and not yield to compromise where the 
dignity and welfare of the human being is at stake. 

In conclusion, your committee senses deeply the spirit of 
confidence and determination which is so evident in the reports 
of the officers and in the discussions by the members of this 
House. This augurs well for the future. 

2. Address of Speaker: In reviewing and studying the report 
of the Speaker, your committee commends him for his excellent 
observations, actions and recommendations. It agrees especially 
with that portion suggesting that the delegates invite selected 
members from their state societies to attend at least one meet- 
ing of the House. It believes that in this manner the mem- 
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bership at large can and will learn that the meetings of the 
House of Delegates are conducted in a truly democratic manner. 
Your committee commends the Speaker's action in appointing 
the special Committee on Publicity to transmit to the press 
a proper interpretation of the deliberations of the House. 
Your committee notes with approval the Speaker’s comments 
of appreciation to the delegates for their letters and personal 
communications expressing a desire and willingness to serve and 
to fulfil their important duties. Delegates must be ever alert 
and must accept the responsibility of keeping the officers con- 
stantly informed as to happenings in their respective localities. 
Your committee feels it important to reiterate and emphasize 
the remarks of the Speaker when he says: “We, then, must lead 
and not be led. As long as we hold to a course of dignity, 
singleness of purpose and unwavering solidarity we can win.” 
Respectfully submitted, 
F. J. Pinkerton, Chairman. 
J. B. Luxrns. 
Greorce E. Eart. 
J. STANLEY KENNEY. 
J. KicKHAM. 


Report of Reference Committee on Sections and 
Section Work 


Dr. Edward L. Compere, Chairman, presented the following 
report, which on motions of Dr. Compere, duly seconded and 
carried, was adopted section by section and as a whole: 

1. Request for Section on Military Medicine and Surgery: 
The request of the Council on National Emergency Medical 
Service that the Council on Scientific Assembly recommend to 
the House of Delegates that a Section on Military Medicine 
and Surgery be created was referred by the Speaker of the 
House to the Reference Committee on Sections and Section 
Work. The arguments favoring the creation of this new section 
were presented in a letter from Rear Admiral Joel T. Boone 
and in person by Lt. Col. Harold W. Glascock. 

Your committee recognizes merit in the proposal that this 
new section be created and recommends, in accordance with 
Article 9, Section 3 of the Constitution, that this request for 
the creation of a Section on Military Medicine and Surgery 
be referred by the House of Delegates to the Council on Scien- 
tific Assembly for study and recommendation to the House of 
Delegates. 

2. Increase in Membership of Council on Scientific Assembly. 
The request of the Council on Scientific Assembly that the 
membership of this Council be increased to seven in number was 
referred, at the interim session held in St. Louis in 1948, to 
the Reference Committee on Sections and Section Work. That 
committee reported that “The advisability of granting an increase 
in the membership of the Council from five to seven in number 
was clearly apparent for reasons adequately expressed.” 

Your committee approves the enlargement of the Council as 
set forth in the proposed amendment to the By-Laws, Division 
Three, Chapter X, Section 4 (b) submitted by the Council on 
Scientific Assembly. 


Respectfully submitted, L. Compere, Chairman. 


J. W. Biro. 
Cuarctes H. PHIFER. 
Joun M. Porter. 
Cuartes T. STONE. 


Resolution on Board of Trustees 

Dr. Floyd S. Winslow, New York, presented the following 
resolution and moved its adoption: 

Resolved, That this House of Delegates of the American Medical 
Association has full confidence in the Board of Trustees to carry on the 
duties imposed on it by the Constitution and By-Laws. 

The motion was seconded by Dr. F. J. Pinkerton, Hawaii, 
who moved that the resolution be adopted by acclamation. The 
motion was adopted unanimously. 


Resolution on Special Committee on Displaced Physicians 

Dr. Charles L. Farrell, Rhode Island, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business. 
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Wuereas, It is generally admitted that there is a need for more 
qualified physicians than are now available in this country; and 

Wuereas, There is at present a large group of physicians who, with 
their countrymen, have been rendered homeless and are now living as 
displaced persons under the care of the International Refugee Organiza- 
tion in Western Germany and elsewhere; an 

Wuereas, Many of the physicians are known to be highly trained 
specialists and practitioners; and 

Whereas, Many of these physicians have entered and many more will 
be resettled throughout the civilized world, including the United States; 
therefore be it now 

Resolved, That a Special Committee on Displaced Physicians be 
appointed by the President of the American Medical Association, to 
consist of six members, whose duty it shall be to study the problems of 
displaced physicians generally and as far as possible to cooperate with 
the International Refugee Organization and the various state authorities 
in furthering the resettlement of these individuals in a spirit of friendly 
cooperation with unfortunate colleagues. 


Resolution on Questionnaire on Medical Care 
Dr. Warren W. Furey, Illinois, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


Wuereas, The Board of Trustees of the American Medical Association 
may not presently have completely accurate information on the con- 
sensus of the American medical profession as to the most effective 
solution of the over-all problem of medical care; and 

Whereas, Information coming from officers and councils of county 
and state medical societies to the American Medical Association may not 
always have incorporated the “grass roots” opinions of some of the 
members of these groups; and 

Whereas, With the information which would be made available by a 
comprehensive questionnaire sent to all Fellows and members of the 
American Medical Association in order to learn in extenso their attitude 
relative to the various facets of medical care problems, the American 
Medical Association will be able to formulate a comprehensive medical care 
plan which will be more efficient, more effective and more preservative of 
individual initiative than the compulsory health insurance proposal before 
the Congress; now, therefore, be it 

Resolved, That the House of Delegates instruct the Board of Trustees 
to. have such a questionnaire prepared and sent to all Fellows and 
members of the American Medical Association, the individual question- 
naires to be confidential and the questionnaire results to be categorized 
and ultimately made known to the Fellows and members of the American 
Medical Association. 


Resolution on Veterans Administration 


Dr. James C. Sargent, Wisconsin, presented the following 
resolution, which was referred to the Reference Committee on 
Emergency Medical Service. 

Wuereas, The American Medical Association has supported the profes- 
sional medical program of the Veterans Administration and has noted 
with great satisfaction the high quality of medical care made available 
to the veterans of our country through the cooperation of the medical 
service of the Veterans Administration, the teaching hospitals, the 
university faculties and the medical consultants to the Director of the 
Department of Medicine and Surgery of the Veterans Administration; 
and 


Wuereas, A most fundamental principle of sound medical care dictates 
that the professional, domiciliary and rehabilitation programs must be 
coordinated under professional guidance if the best interest of the patient 
is to be served; and 


Wuereas, The present administration of the Veterans Administration 
medical facilities and services under the direct control of the Director 
of Medicine and Surgery has resulted in the highest type ay veteran 
patient care yet obtained in this country; now, therefore, be i 


Resolved, That it is the opinion of the House of “ioe that it is 
essential that complete responsibility and authority for the medical care 
and hospital services program of the Veterans Administration must be 
vested in the Chief Medical Director of that Administration. 


Introduction and Address of Surgeon General Raymond 
W. Bliss of the U. S. Army 

Dr. James C. Sargent, Wisconsin, introduced Surgeon General 
Raymond W. Bliss of the U. S. Army, who spoke as follows: 

Dr. Sargent and Delegates: I am honored to be here again 
this year, to say just a word. I think the year past, as far 
as the Army is concerned, has been one of the utmost coopera- 
tion from your groups in the American Medical Association, 
particularly with the Council on National Emergency Medical 
Service, and the group in my office has worked constantly and 
continuously during the year with all of the bodies of the 
American Medical Association. I think it is beginning to show 
in our results that we are and you are a part of the same thing, 
that is, American medicine. 1 think we are back in the field 
of American medicine, and there we intend to stay. Thank you 
very much! 
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Introduction and Address of Surgeon General Clifford A. 
Swanson of the U. S. Navy 

Dr. Sargent presented Surgeon General Clifford A. Swanson 
of the U. S. Navy, who spoke as follows: 

Mr. Chairman, Dr. Sargent, Members of the House of Dele- 
gates and Guests: Military medicine in the early days was 
folk medicine. With the acceptance of Greek medicine by the 
Romans, organized medical departments were incorporated in the 
Empire armies. Personnel losses from disease were great, and 
when Hannibal crossed the Alps two hundred and eighteen years 
before Christ, with 112,000 troops, he had but 26,000 left when he 
arrived in Italy. In the Punic Wars, when Carthage was 
destroyed, 146 B. C., the city of 700,000 was reduced to a city 
of 50,000. 

With the dissolution of the Roman Empire came a wave of 
military medicine, as well as a high order of medicine established 
by Hippocrates, by Galen and by Celcus. Surgery fell into the 
hands of the barbers and bath keepers, and venesection and 
cupping was the order of the day. 

Medicine in the Middle Ages was dogmatic. Science was 
dormant and many fallacies regarding the practice of medicine 
persisted. The main medical-technical advances of the recent 
era may be summarized. New operative technics and methods 
of antisepsis were created which allowed surgeons to operate 
safely on internal organs. The microscope came into being and 
the x-ray. Drugs were discovered which acted as specifics in 
the treatment of disease, so that by the year 1900, Oliver 
Wendell Holmes, physician and poet, could no longer have 
said that “if all the Materia Medicas were sunk in the bottom 
of the ocean, it would be all the better for mankind and all 
the worse for the fishes.” 

The French failed to build a transisthmian canal because of 
the depredations of yellow fever. As many Frenchmen are 
said to have died of this fever as there are railroad ties on the 
Trans-Isthmian Railroad connecting the two oceans. America 
succeeded where the French failed, because of the work of 
Dr. Walter Reed and his colleagues in the arrest of yellow 
fever. 

American medicine made great progress also between World 
War I and World War II because of the standards made and 
enforced by this great medical association. In World War I, 
11 per cent of the wounded died. In World War II, less than 
3 per cent of the wounded died, and it was the first world war 
in which we participated in which the mortality from wounds 
was greater than from disease. This record is indeed a high 
tribute to American medicine. 

Although the war is over, we have found it necessary to 
maintain a very formidable military machine. Your American 
Army today is ten times larger than before World War II, and 
your Navy is five times larger than before World War II. 
We have our men on all the continents of this earth excepting 
one, and many of the islands throughout the world. We in the 
Navy have 25 hospitals in this country and 3 overseas, as well 
as 2 hospital ships in the oceans to carry out our medical 
duties. In the Navy today, we have 2,100 nurses, 2,900 doctors, 
2,000 dentists, 800 medical administrators and 16,500 corpsmen. 

Your Association, the American Medical Association, in 
consonance with other experts, has enabled us to procure the 
bare minimum of doctors to perform our medical mission in 
the implementation of the foreign policy of our country. I 
want to thank publicly Dr. Sensenich and Dr. Irons for their 
work in aiding us in our procurement problem. 

We of the Medical Department have spearheaded unifica- 
tion, which you hear so much about. At the present time, in 
the Army and Navy and the Air Force, we have joint staffing of 
our hospitals; we have joint medical procurement; we are soon 
to have a single armed force medical bulletin; and we also 
have a committee formed on medical facilities, so in the case 
of another holocaust, we shall not be building hospitals side 
by side. 

We also have a group that has looked into the mistakes 
of World War II, so that, if we get into another holocaust, 
these same mistakes, we hope, will not be repeated. We of 
the Navy and the Army are going to try to rectify the situation 
and then permit our reserves to be able to make their fifty 
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points a year. I want to commend this Association for the 
forward steps that it has taken toward establishing a military 
medicine section of this Association. 

Now, I want to speak a few words on behalf of our sister 
services. They are in-the order of 2,000 doctors short. Where 
should these young doctors come from? 

We have already had in the Army and in the Navy and 
in the Air Force, 10,000 young doctors that have served two 
years, who have been educated in part or in whole at govern- 
ment expense. There are still in our country 8,000 young 
doctors who have been educated in whole or in part at govern- 
ment expense, who have not served a single day. There are 
also 7,000 young doctors who have received their education 
without having served. Now, if 10,000 of the former V-12 
and ASTP’s can serve, there is no reason why we should not 
get doctors from this group of 15,000 which I have just men- 
tioned. They should serve, as many of you here in the House 
of Delegates served during the war, and if these young doctors 
serve, they will not only be better doctors, but, something 
infinitely more important, after a tour of two years in either 
the Army or the Navy or the Air Force, they will be better 
citizens. 

I plead with you members of the House of Delegates to 
persuade these young doctors to perform a great duty, a duty 
as citizens of this country. We want a volunteer medical 
department in the Armed Forces, and I know that this great 
American Medical Association will help us to procure the needed 
medical men today. 3 


World Medical Association 

Dr. Henderson, Chairman, Board of Trustees, addressed the 
House as follows: 

At the last interim session in St. Louis, there was a report 
made from the United States Committee of the World Medical 
Association, and that committee urged every member of the 
House of Delegates to become a member of the United States 
Committee. 

I am sorry to say there are at least sixty members of the 
House of Delegates who are not members of the United States 
Committee of the World Medical Association. Gentlemen, this 
is a great cause and we are very anxious that you support it. 
I would say that there are quite a few new members of. the 
House of Delegates who were not present at that time. If 
there are any of you who are willing to join the United 
States Committee for the World Medical Association, you will 
find application blanks at the booth in the exhibit hall. You 
may sign your blank there and pay your fee if you want to. 
The fee is not great. It is $10. I might say it is $10 up to 
whatever you want to give. It is all right if you want to give 
$1,000. We have no objections. Thank you. 


Report of Reference Committee on Industrial Health 

Dr. William L. Estes, Chairman, presented the following 
report, which was adopted on motion of Dr. Estes, seconded 
by Dr. Mather Pfeiffenberger, Illinois, and carried: 

The meeting of your committee consisted largely of a con- 
ference with the able director of the Council on Industrial 
Heaith, Dr. Peterson, and its distinguished chairman, Dr. A. J. 
Lanza. Referred to our committee was a supplemental report 
of the Council implementing the eleventh plank of the American 
Medical Association’s platform for the advancement of medicine 
and public health. The Council on Industrial Health represents 
an important bulwark in the Association’s armamentarium. 
Its proposal of a constructive program, placing primary emphasis 
on preventive medicine and positive health promotion, together 
with all out efforts to increase safeguards against industrial 
hazard and the prevention of accidents occurring on the high- 
way, in the home and on the farm, is highly to be commended. 
To offer the services of the Council to aid those interested 
in decreasing the mounting incidence of highway, home and 
farm casualties is an important gesture. Certainly the Annual 
Congress on Industrial Health sponsored by the Council 
serves to spearhead the extension of the usefulness and influence 
of industrial physicians and hygienists in developing patterns 
of community health and medical service. 
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The establishment at the national level of a permanent 
conference group with labor and management instead of 
irregular and informal contacts is to be highly desired. This will 
permit not only discussion of the extension of industrial medicine 
and hygiene, accident prevention, and health education of 
workers, but also will serve to clarify the status of physicians 
and medical organizations in relation to industrial health activi- 
ties, as well as to provide another medium of understanding 
concerning the ideals of service and responsibility prompting 
these efforts. 

It is surely to be anticipated that similar permanent conference 
groups at the state and community level will in due time 
follow. 

Likewise may be underlined: (1) The Council’s efforts to 
revitalize where indicated committees on industrial health in 
the principal industrial state and local medical societies to 
promote the most effective professional treatment; (2) The 
formation of a liaison committee with other professional groups, 
such as nurses, dentists, engineers and hygienists to establish 
better integration and cooperation with their efforts in the 
industrial field. 

The suggestion that as industrial medicine expands so must 
facilities for professional training keep pace would seem of 
special and paramount importance. The development of an 
appropriate educational program and facilities for obtaining 
it at this time is imperatively needed. Consultation with the 
Council on Medical Education and Hospitals or other appropriate 
bureaus or councils of the American Medical Association, with 
the American College of Surgeons and its Committee on 
Trauma, and other interested groups would seem advisable in 
order to establish standard criteria for this program. Likewise, 
efforts in professional education should include ways and means 
to bring to the profession in general the important advances in 
industrial medicine. 

The proposal to have as consulting committees to the Council 
on Industrial Health panels of experts on atmospheric pollution, 
toxic chemicals, hazardous physical agents and harmful biologic 
exposures set up by the Congress on Industrial Health seems 
highly desirable and is definitely approved, subject to the 
budgetary provisions of the Council. 

Liaison with the Council on Medical Service for consideration 
of the employment phases of rehabilitation in industry and study 
of medical care plans industrial in origin have been important 
activities of the Council. We would certainly agree that as 
good medical standards and resources in industry improve they 
can be of great service in maintaining independence and self 
determination and in counteracting tendencies toward central- 
ization and control. 


The Council on Industrial Health is in able hands. We can 
be proud of its accomplishments. 
Respectfully submitted, 


L. Estes, Chairman. 
Wyman D. Barrett. 

WarreEN W. Furey. 

W. W. Baum. 

Cart A. Grote. 


Report of Reference Committee on Sections and 
Section Work 
Dr. Edward L. Compere, Chairman, presented the following 
report, which on motion of Dr. Compere, seconded by Dr. 
Mather Pfeiffenberger, Illinois, and carried was adopted. 


The recommendation of the Council on Scientific Assembly 
for the establishment of a Section on Physical Medicine and 
Rehabilitation is supported by this committee. The proposed 
amendment to Division Two, Chapter VII, Section 1, which 
establishes this new section is also recommended for acceptance 
by the House of Delegates. 

Respectfully submitted, 

Epwarp L, Compere, Chairman. 
Cuartes H. Puirer. 

Joun M. Porter. 

Cuartes T. STONE. 
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Report of Reference Committee on Legislation 
and Public Relations 

Dr. William Bates, Chairman, presented the following report : 

1. Resolution on Compulsory Health Measures: Your Refer- 
ence Committee on Legislation and Public Relations has studied 
the Resolution on Compulsory Health Measures and feels that 
the House of Delegates should be grateful for having this 
matter called to its attention. It is the understanding of this 
committee that the bill referred to in this resolution has 
already passed the United States Senate without committee 
hearings, but has not yet been considered by the House of 
Representatives. 

Your committee recommends that the House of Delegates 
not only register and publicize its disapproval, but that it 
instruct the Board of Trustees to order all possible steps taken 
to prevent the enactment of this legislation. 

2. Resolutions on Amendment to Constitution of United 
States: Your reference committee has studied the resolutions 
concerning the limitation of the Government of the United 
States’ activities in engaging in any business, professional, 
commercial or industrial enterprises, in competition with its 
citizens, except as specified in the Constitution. The committee 
approves the resolution in spirit, but realizes the difficulties of 
its accomplishment. In spite of these facts, it recommends the 
adoption of these resolutions. 

3. Resolution on Diabetes Detection Drive: Your reference 
committee has considered the resolution introduced for the 
Medical Society of the State of New York requesting the 
approval of the House of Delegates of the American Diabetes 
Association’s Detection Drive and requesting the Board of 
Trustees of the American Medical Association to implement 
cooperation between the American Medical Association and 
the American Diabetes Association in furtherance of the 
Diabetes Detection Drive. It heard several proposals for this 
resolution and recommends its adoption. 

4. Resolution on Social Security: Your reference committee 
has considered the resolution concerned with the extension of 
social security and suggests a change of wording in the resolu- 
tion as presented, so that it shall read: 

“Resolved, That the House of Delegates of the American 
Medical Association express its disapproval of the extension of 
so-called ‘Social Security’ to self-employed individuals, includ- 
ing physicians and surgeons.” 

Your committee agrees with distribution of this resolution 
as recommended, and therefore recommends the adoption of 
this resolution as amended. 

5. Resolution on Establishment of Committee to Confer with 
Congress: Your reference committee has considered the Resolu- 
tion on Establishment of Committee to Confer with Congress 
and recommends its approval with certain changes in its word- 
ing, which have the approval of its sponsors, to read: Resolved, 
That the Board of Trustees of the American Medical Associa- 
tion be empowered to create a special committee, to be com- 
posed of representatives of the Board of Trustees, representatives 
of the House of Delegates and other Fellows of the Association. 
This committee shall arrange a conference with members of 
Congress, with a view of developing legislation that would 
meet the objective of the American Medical Association program 
in its efforts to solve the problem of making medical care 
more readily accessible to the American people. This com- 
mittee is to work in cooperation with other existing committees 
and to make its report from time to time to the Board of 
Trustees. 

Your committee recommends the adoption of this resolution 
as amended. 

6. Resolution on Free Choice of Physicians for Federal 
Employees: The resolution requesting the American Medical 
Association to seek amendment to the federal law on workmen’s 
compensation, to the effect that all covered federal employees be 
granted free choice of physicians for injuries sustained in line 
of duty, was carefully considered. The committee approves this 
resolution and recommends its adoption. 

7. Addresses of Whitaker and Baxter: Your reference com- 
mittee has studied the addresses of Whitake: and Baxter and 
endorses the point of view presented. 
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Not having received a report from the Coordinating Com- 
mittee, it was expected that, in addition to the addresses given, 
a more detailed list of accomplishments and plans would be 
presented. It is our understanding that such may be presented 
later at this session. Your committee believes that such a 
presentation is in order. 

It is the feeling of your committee that a deliberate effort 
should be made on the part of the Coordinating Committee to 
see that the name of the American Medical Association is 
featured as the sponsor in the public relations program. 

8. Resolution on Hospital and Medical Care of Veterans for 
Non-Service-Connected Disabilities: Your reference committee 
has carefully considered the history and content of the resolu- 
tion pertaining to care of veterans for non-service-connected 
disabilities. 

This resolution was approved by the House of Delegates of 
the Tennessee State Medical Association, and by the Tennessee 
Hospital Association and endorsed by the Advisory Committee 
for the Hill-Burton Bill. 

There are many facets in this resolution, and many were so 
controversial that your committee heard eighteen witnesses in 
an hour and fifty-five minutes devoted to the discussion of this 
one resolution, 

Your committee recommends that the first exception under 
1 (b) be enlarged from “Disabilities covered by compensation 
laws” to “Compensation laws and public liability.” 

Your committee further recommends that in the next to last 
line, the present wording be deleted after “best efforts” and 
that there be added the words “working with allied groups to 
implement this resolution.” 

With these corrections, your committee recommends the 
adoption of this resolution. 

9. Proposed Code of Ethics of World Medical Association: 
Your reference committee has considered the Proposed Code of 
Ethics of the World Medical Association presented by Dr. 
George Lull, requesting its endorsement by this House of 
Delegates. Endorsement by this House of Delegates as a 
member organization of the World Medical Association is 
necessary before this Code can be formally adopted. 

Your committee recommends that the Code of Ethics be 
endorsed. 

10. Resolution on Child Health Programs on the State and 
Local Level: Your reference committee has studied the resolu- 
tion pertaining to Child Health Programs on the State and 
Local Level and recommends its adoption. 

11. Resolutions on Confidential Nature of Birth Records: 
Your reference committee has studied the resolutions pertaining 
to the confidential nature of the birth certificate and is in full 
accord with the spirit of the resolutions and recommends their 
adoption. 

Wittram Bates, Chairman. 

F. J. L. BLastncaME. 
Leo G. CHrisTIAN. 

G. PHIPPEN. 
H. Gorpon MacLean, 


The first seven sections of the report of the reference com- 
mittee were adopted on motions of Dr. Bates, duly seconded 
and carried. 

Dr. Bates moved adoption of the report of the reference 
committee on the Resolution on Hospital and Medical Care 
of Veterans for Non-Service-Connected Disabilities and the 
motion was regularly seconded and lost by a standing vote of 
59 for and 61 against, after discussion. 

Sections 9, 10 and 11 of the report of the reference com- 
mittee were adopted after discussion on motions of Dr. Bates, 
duly seconded and carried. 

On motion of Dr. Bates, seconded by Dr. George W. Kosmak, 
New York, and carried, the report of the reference committee 
as amended was adopted as a whole. 


Report of Reference Committee on Rules 
and Order of Business 
Dr. A. F. R. Andresen, Chairman, presented the following 
report, which was adopted on motion of Dr. Andresen, seconded 
by Dr. Mather Pfeiffenberger, Illinois, and carried: 
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Mr. Speaker and Members of the House: Your committee 
recommends that on completion of business this afternoon, the 
House recess until Thursday at 10 o’clock and that every 
effort be made to complete all other business of the House on 
Thursday morning, leaving the early afternoon, starting at 
1:00 p. m., for election of officers. 


Report of Reference Committee on Amendments 
to Constitution and By-Laws 

Dr. William D. Stovall, Chairman, presented the following 
report, which was adopted section by section and as a whole 
and the Speaker called for a rising vote on the adoption of 
the amendments and declared that there had been a two-thirds 
vote, that the amendments had been adopted with the exception 
of the amendment to the Constitution, which must lie over 
until the next annual session: 


1. Proposed Amendment to Article 3 of the Constitution of 
the American Medical Association: This proposed amendment 
is suggested on the basis that at present no constituent state 
association has any formal recognition that it is an integral 
part of the American Medical Association, and requests that 
there be added to Article 3 the following clause “and such 
constituent associations shall receive a charter from the Amer- 
ican Medical Association.” In view of the fact that the 
American Medical Association is a federation of state and 
territorial medical associations, your reference committee felt 
that the American Medical Association cannot give a charter 
to any constituent association. The reference committee dis- 
approves this resolution, with the recommendation that the 
Oklahoma Council consider a more feasible means by which 
they may solve their problems. The resolution is not recom- 
mended 


2. Report of Council on Scientific Assembly Suggesting 
Increase in Its Membership: In a supplementary report at 
St. Louis in 1948 the Council on Scientific Assembly recom- 
mended a change in the number of members of the Council on 
Scientific Assembly from five to seven, suggesting that if this 
change is granted, when feasible, one of the additional members 
be a general practitioner or a Fellow who has intimate knowledge 
of the needs of general practitioners in relation to arranging 
the programs for the Scientific Assembly at the Annual Sessions 
and at the Interim Sessions. 

This resolution was referred to the Reference Committee on 
Sections and Section Work which approved it and recom- 
mended that the indicated change in the By-Laws be presented 
at the next meeting of the House of Delegates (this meeting). 


Your reference committee recommends the approval of this 
resolution. 


The By-Laws Division Three, Chapter 10, Section 4 (b) 
Standing Committees, will now read: 

“The Council on Scientific Assembly shall consist of seven 
Member or Service Fellows, one of whom shall be a general 
practitioner elected by the House of Delegates on nomination 
by the Board of Trustees for terms of seven years, so arranged 
that at each annual session the term of one member expires, 
except that at the 1949 annual session, one member shall be 
elected for a term of five years, one for a term of six years and 
one for a term of seven years.” Your reference committee 
recommends the acceptance of this amendment. 

3. Report of the Council on Scientific Assembly recommending 
a change in the By-Laws to create a new section to be designated 
“Section on Physical Medicine and Rehabilitation.”: This 
amends Division Two, Chapter VIII, Section 1, which 
enumerates the Sections of the Association. No. 19, now 
“Miscellaneous Topics” is changed to “Physical Medicine and 
Rehabilitation” and no. 20 “Miscellaneous Topics” is added. 
This proposed change creates a new Section on Physical Medi- 
cine and Rehabilitation, numbering it Section 19, and transfers 
“Miscellaneous Topics” to no. 20. Your committee recom- 
mends this amendment. 

4. Proposed Amendment to By-Laws, Division Three, Chapter 
XII, Section 6: This amendment proposes the addition of the 
Judicial Council to this subsection. In discussing this matter 
your reference committee found a discrepancy which also seemed 
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to need correction in that part referring to the Council on 
Scientific Assembly. The word “Council” does not now appear. 
At present the subsection reads as follows: “Keep minutes of 
the proceedings of the House of Delegates and of the meetings 
of the Scientific Assembly.” Your Reference Committee recom- 
mends that it read as follows: “Keep the minutes of the 
proceedings of the House of Delegates and of the Judicial 
Council and of the Council on Scientific Assembly.” Your 
committee recommends this change in the By-Laws. 

5. Proposed Amendment to By-Laws, Division One, Chapter 
II: This is a proposed amendment to the By-Laws, Division 
One, Chapter II. It recommends striking out the words “one 
year” occurring in line 3 on page 10 of the Constitution and 
By-Laws and substituting the words “eight months.” After 
some discussion and consultation with a delegate from the 
California Medical Association, your committee feels that 
instead of making the change for eight months it should be 
six months, and that portion of the By-Laws would then read 
“unless he has transferred his membership within six months 
after such change of practice, the Secretary shall remove his 
name from the roster of members.” Your committee approves 
this proposed amendment as recommended by the delegate from 
California. 

6. Proposed Amendment to Constitution, Article 11: The 
proposed amendment suggests the following in addition to the 
present first sentence: “Funds may be raised by an equal annual 
levy of dues or by an equal special assessment, or both, levied 
or assessed on each of the active members on recommendation 
by the Board of Trustees after approval by the House of Dele- 
gates” and the balance of the Article as at present. 

Your committee feels that in view of the present assessment 
of $25, this proposed amendment providing authority for 
unlimited dues or assessments be not recommended. Your 
committee disapproves of this resolution. 

7. Proposed Amendment to Constitution and By-Laws con- 
cerning the Armed Forces: This provides for a change in 
the Constitution and By-Laws, giving the medical officers of 
the newly formed Medical Service of the United States Air 
Force the same privileges and responsibilities within the Amer- 
ican Medical Association as their colleagues in other govern- 
ment services now have. 

Article 6, Section 2 of the Constitution would be changed 
to insert after the word “the United States Navy” the words 
“the United States Air Force.” That part of the section would 
then read “and of Delegates from the Medical Departments 
of the U. S. Army, the U. S. Navy, the U. S. Air Force, the 
U. S. Public Health Service and the Veterans Administration 
appointed by the Surgeon General or the Chief Medical Director,” 
as the case may be of the respective services. Your committee 
recommends this change and further recommends that the 
change needed in the By-Laws, Division Three, Chapter IX, 
Section 1(B) be presented at the next interim meeting of the 
House of Delegates for consideration at that time. 

Respectfully submitted, 

Wriuiam D. Chairman. 
IvAN Fawcett. 

K. Frencu. 

A. Hy 

B. E. Pickett Sr. 


The House recessed at 3:30 p. m. to meet Thursday, June 9, 
at 10 a. m. 


Third Meeting—Thursday Morning, June 9 


The House was called to order by the Speaker, Dr. F. F. 
Borzell, at 10 a. m. 


Report of Reference Committee on Medical Education 
Dr. B. R. Kirklin, Chairman, presented the following report, 
which on motions of Dr. Kirklin, duly seconded and carried, 
was adopted section by section and as a whole: 
1. Report of the Council on Medical Education and Hospitals: 
Your Reference Committee on Medical Education met on 
Tuesday morning for a consideration of the material referred to 


it. A rather large number of interested members appeared to 
present their views to the committee and the committee is 
truly grateful to these members for their advice and counsel. 

Your committee wishes to express its appreciation of the 
great amount of work done by the Council on Medical Educa- 
tion and Hospitals,.a work which is of enormous benefit to 
the medical profession of America. Your committee recommends 
the adoption of the report of the Council on Medical Education 
and Hospitals. 

2. Resolutions on Medical Specialty Boards: It is the opinion 
of your committee that the various things requested in the 
body of these resolutions are, in fact, already in effect and your 
committee sees no need for the adoption of the resolutions and 
recommends that they be not adopted. 

3. Resolution on the General Practitioner : Your committee was 
much impressed with the arguments set forth by the proponents 
of this resolution and is of the unanimous opinion that the 
general practitioner, who is in fact the very backbone of Amer- 
ican medicine, should be assisted in every way possible to 
advance himself. Your committee is of the unanimous opinion 
that better training facilities should be arranged as promptly 
as may be found feasible and that the American Medical 
Association should most urgently insist that hospitals make 
freely available to qualified general practitioners all of their 
facilities for the care of the sick. Your committee believes 
that it is the opinion of this House of Delegates that the reason 
for the existence of hospitals is for the better care of the sick 
and for the promotion of the health of the American people. 
Your committee believes that it is the opinion of this House 
that these ends will be best served by the existence of a large 
number of well trained thoroughly qualified general practitioners 
able to admit their patients to the hospitals in order that they 
may give them the very best medical care that may be pro- 
vided. To this end, your committee has rewritten the resolution 
introduced by Dr. DiNatale and submits it to the House of 
Delegates as a substitute resolution: 


Wuereas, For the best interests of his patients the general practitioner 
at this time deserves particular consideration; therefore be it 

Resolved, That (1) graduate and postgraduate education for general 
practitioners should be made more widely available and (2) two year 
rotating internships especially designed for those who wish to train for 
general practice be set up as rapidly as may be possible. 


Your committee recommends the adoption of this revised 
resolution. 

4. Resolution on Training of Interns: It seemed to your 
reference committee that this resolution has its intent closely 
bound with the resolution which has just been considered and 
for the same reasons just stated, the committee views this 
resolution with favor. The resolution begins with the words 
“Whereas, most hospitals are unable to procure an adequate 
complement of interns.” Your committee doubts that this is 
actually the case but believes that many hospitals are unable 
to procure a sufficient number of interns and your committee 
has therefore changed the word “most” to “many.” 

The intent of the resolution is to provide a committee of 
five members of the House of Delegates, two of whom shall 
be general practitioners, to study the whole internship problem 
and especially to study the advisability of recommending the 
inauguration of a two year rotating internship which shail 
include the main branches of medicine, surgery, obstetrics and 
gynecology. It is obvious that such an internship would be an 
excellent training for a young physician who meant to become 
a general practitioner. May the committee remark parenthet- 
ically that it hopes and trusts that there will be an increasing 
number of young men who entertain such entirely praiseworthy 
intentions. 

The resolution closes with an intimation that the program set 
forth in the resolution shall be regarded as a prerequisite for 
licensure in the various states. It is the opinion of your reference 
committee that the House of Delegates should not attempt to 
regulate the standards of licensure in the various states since 
the licensing of physicians and other professional persons is a 
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police power of the state and not a matter to be governed by 
the opinion of the medical profession. Your committee has 
therefore eliminated the words “as a prerequisite for licensure 
in the various states.” With these changes your reference 
committee recommends the adoption of the resolution. 


5. Resolution on Hospital Standardization: The intent of 
this resolution is to amend the action previously taken by this 
House which stated that “the American Medical Association 
shall be the evaluating agent in the following fields: (1) Medical 
Education, (2) Hospital Standardization, (3) Intern Training 
and (4) Resident Training, and that no other medical society or 
organization as such should be represented in this work.” After 
conference with members of the Council on Medical Education 
and Hospitals it became apparent to your reference committee 
that the difficulty lay in the use of the words “Hospital Stand- 
ardization.” Both the Council on Medical Education and 
Hospitals and your Reference Committee on Medical Education 
recognize the admirable work which has been done by the 
American College of Surgeons in the standardization of hospitals 
and the highly valued cooperation of the Association of Amer- 
ican Medical Colleges, with both of which the Council has 
long cooperated and which cooperation it is most anxious to 
continue for the general benefit of medicai education, hospital 
standards and the public welfare. Your committee does not 
believe that this House of Delegates wishes to interfere with 
that work which has in fact been a notable service to medicine. 
In order that there may be no misunderstanding, the Reference 
Committee on Medical Education now offers to the House of 
Delegates substitute resolutions which it believes will clarify 
the situation. 

Resolved, That the American Medical Association highly commends the 
American College of Surgeons for its long-sustained efforts in the field 


of hospital standardization and endorses its continued activity in this 
important field; and be it further 


Resolved, That the Secretary of the American Medical Association 
transmit a copy of this resolution to the Board of Regents of the Ameri- 
can College of Surgeons. 


6. Resolution on Inspection of Hospitals: The intent of this 
resolution is that the Council on Medical Education and Hos- 
pitals shall extend its inspection service to all hospitals. Your 
reference committee recognizes the desirability of this objective. 
It also recognizes the physical limitations of the Council on 
Medical Education and Hospitals and is rather doubtful that 
the Council would be actually able to inspect adequately all 
hospitals within the United States. However, because your 
reference committee believes that the intent is good and because 
it is not sure that the Council would be unable to carry out 
these duties, the committee recommends the adoption of this 
resolution. 


Respectfully submitted, B. R. KIRKLIN, Chairman. 


P. ANDERTON. 
Lowe tt S. Gorn. 

H. G. Hamer. 
L. SHAFER. 


Report of Reference Committee on Amendments to 
Constitution and By-Laws 


Dr. William D. Stovall, Chairman, presented the following 
report, which was adopted by a rising vote that was unanimous, 
and the Speaker declared the By-Laws so amended: 

Amendment to By-Laws, Division Two, Chapter IV, Section 
2A(2): This amendment would admit medical officers of the 
United States Air Force as Service Fellows of the American 
Medical Association. It adds the words “United States Air 
Force” following the words “the United States Navy.” This 
section of the By-Laws will then read: “On approval of the 
Judicial Council commissioned medical officers of the United 
States Army, the United States Navy, the United States Air 
Force or the United States Public Health Service who have 
been nominated by the Surgeons General of the respective 
services and the permanent medical officers of the Veterans 
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Administration who have been nominated by the Chief Medical 
Director may become Service Fellows.” The rest of the by-law 
is unchanged. 
Your Committee recommends approval of this resolution. 
Respectfully submitted, 
D. Chairman. 
IvAN FAWCETT. 
Paut K. Frencu. 
WittiaM A. Hy.anp. 
B. E. Pickett Sr. 


On motion of Dr. Stovall, seconded by Dr. H. B. Everett, 
Tennessee, and carried, the report of the reference committee 
was adopted as a whole. 


Report of Reference Committee on Reports of Board 
of Trustees and Secretary 
Dr. Thomas A. Foster, Chairman, presented the following 
report, which on motions of Dr. Foster, duly seconded, and 
carried was adopted section by section and as a whole: 


Report OF BOARD OF TRUSTEES 


1. Report of Board of Trustees as Printed in Handbook: 
Your reference committee has studied the report of the Board 
of Trustees as printed in the Handbook and the supplemental 
reports introduced at the current session. It has scrutinized 
the official report of the Treasurer and the Association’s 
auditors as they appear in the Handbook, and notes with satis- 
faction the secure financial position of the Association. Your 
committee recommends adoption of the report as published in 
the Handbook. 

2. Report of the Bureau of Medical Economic Research: 
Your reference committee commends the survey by Dr. Frank 
Dickinson of the Bureau of Medical Economic Research on the 
subject of revision of insurance examination fees, and the 
committee has learned that there is no national agency with 
which this question may be negotiated. Your reference com- 
mittee recommends, therefore, that a copy of Dr. Dickinson's 
report be forwarded to the secretaries of each constituent asso- 
ciation for study. 

3. Report of Committee on Rural Health: Your reference 
committee wishes to commend the Committee on Rural Health 
for its work in the field of rural health, and recommends 
adoption of the report as printed in the Handbook. 

4. Report of Committee on Liaison with Red Cross Blood 
Bank Program: Your reference committee has studied this 
report and wishes to commend the work of the blood bank 
committee and recommends at this time that the name be 
changed to the Committee on Blood Banks as requested by the 
chairman of the present committee and that the activities of the 
committee be continued. 

5. Report of Committee on Nursing Problems: Your com- 
mittee has studied this report, commends the members of this 
special committee for their work and is impressed with the 
accomplishments. Your reference committee recommends the 
adoption of the report as published in the Handbook. 

6. Recommendation Regarding Advisory Board for Medical 
Specialties: Your reference committee has studied this report 
and the recommendation of the Council on Medical Education 
and Hospitals to the Board of Trustees, and recommends that 
the House concur with the wishes of the Council that the 
present relationship with the Advisory Board be continued. 

7. Activities of Editor: Your Reference Committee on 
Reports of Board of Trustees and Secretary has considered 
the memorandum from the Board of Trustees on Activities 
of the Editor and recommends its adoption by the House of 
Delegates. The By-Laws provide that the functions of the 
Editor are a responsibility of the Board of Trustees. Your 
reference committee feels that this organization, together with 
the whole civilized world, owes Dr. Fishbein a debt of gratitude. 
His contributions to the advancement of medical science as 
Editor of THe JouRNAL have earned him international acclaim. 
Tue JouRNAL oF THE AMERICAN MEDICAL ASSOCIATION is an: 
enduring monument to his genius and devotion. 
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8. Report of Committee on Hospitals and the Practice of Med- 
icine: Your reference committee has spent considerable time 
studying the report of the Committee on Hospitals and the 
Practice of Medicine presented by Dr. Elmer Hess and his 
committee. This report has created widespread interest and 
many members of the Association appeared to discuss the 
report. As a result of this discussion changes were recom- 
mended and many of these changes were approved by your 
committee. The report does not appear in the Handbook, but a 
copy has been given to every member of the House. In order 
to expedite the consideration of this report, the delegates are 
requested to refer to their copies. Your committee felt that 
the recommendations of the special committee would be effective 
if the report could be condensed, and therefore suggests that 
the report, amended and revised as follows, be adopted: 

The corporate practice of medicine is distinctly illegal in all 
of the states in the Union with some exceptions. There has 
been statutory legislation in several states permitting certain 
modifications in these general laws. 

In order to support this statement the Principles of Medical 
Ethics of the American Medical Association are quoted as 
follows : 

Chapter I, Section 3 

Chapter III, Article V, Section 1 

Chapter III, Article VI, Section 2 

Chapter III, Article VI, Section 3 

Chapter III, Article VI, Section 6 


After consideration of these Principles, it must be concluded 
that the over-all policy of the American Medical Association 
shall be that it is illegal, with the exceptions noted, and unethical 
for any lay corporation to practice medicine and to furnish 
medical services for a professional fee which shall be so 
divided as to produce profit for a lay employer, either individual 
or institutional, including hospitals and medical schools. 


The ethical principles governing all groups and clinics are 
exactly the same as those governing the individual. 


In insurance programs, hospital service plans shall provide 
payment for hospital services only. Medical service plans 
should supply payment for all of the medical services, including 
pathologic, roentgenologic, anesthesiologic and physical thera- 
peutic services. The licensed physician is the only person 
legally qualified at the present time to render any individual 
medical service. 

This being so, then the medical profession should be dom- 
inant in the physician-hospital relationship in all circumstances, 
but since the physician and the hospital are interdependent, it 
is incumbent on both to be completely interested in all phases 
of their scientific and financial relationships. This means that 
the professional staff of the hospital has very definite responsi- 
bilities toward not only other members of the professional 
staff, whether active or courtesy, but also toward hospital 
management. The finances of an institution in which a physician 
does his professional work are definitely of importance to him 
and to the professional staff, and the proper consideration must 
be given to these finances if the hospital is to work efficiently 
and remain the workshop of the physician. 

The recommendations of the staff are usually accepted by the 
management of the hospital through its boards of managers 
or trustees. It must also be remembered that to be approved 
for residencies in specialties by the American Medical Associa- 
tion and the American College of Surgeons, certain require- 
ments are mandatory to the institution, namely, adequate patho- 
logic and radiologic coverage. As a rule, the staff of a 
hospital elects an executive committee or works under an 
appointed executive committee to advise the lay officers of 
the institution on purely professional matters, and recommends 
who may or may not use the institution for their professional 
work, Unfortunately, in many instances, the financial matters 
of the lay hospital management have been no affair of the staff 
or of its professional executive committee. This is wrong and 
probably the cause of most of the differences of opinion. Every 
professional man on the appointed staff should have a voice 
in the professional management of the institution. The patholo- 
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gist, roentgenologist, anesthesiologist and physiatrist, as well 
as the other professional staff members, should have equal 
standing as active members of the staff, and the executive 
committee or physicians of the active staff should be em- 
powered to recommend the physicians heading these departments 
in any hospital where they exist. That the finances of the 
hospital are of grave importance to the staff goes without 
saying. Without proper facilities the services rendered to the 
public are in jeopardy and these public services are the all- 
important function of both hospital and staff. 

It is therefore the opinion of the committee that most con- 
troversies between management and the professional staff, either 
individually or collectively, should be settled on local levels 
in accordance with clearly established national policy. To 
implement the settlement of such controversies, the House of 
Delegates recommends to each of its constituent state and terri- 
torial societies that it appoint a committee on hospital and 
professional relations. This committee shall be available to 
receive complaints from any physician, hospital, medical organ- 
ization or any other interested person or group with reference 
to professional or economic relations existing between doctors 
of medicine and hospitals or medical schools. On receipt of 
such complaint by such committee, the matter shall be investi- 
gated and acted on in such manner as that committee may 
decide and in accordance with regular and existing modes of 
procedure. 

There can be no exploitation of the doctor or of the hospital 
if everyone concerned in both management and on the pro- 
fessional staff will work together to supply the greatest 
possible good quality medical and hospital services to the 
public. 

Most of these matters could be settled at the hospital or 
county level. Therefore it is recommended that after all efforts 
at the local and state levels have been exhausted, the charges 
of unethical conduct by either members of the professional 
staff or by hospital management should be brought to the 
Judicial Council for examination. If the Judicial Council, 
working with similar committees of hospital agencies, cannot 
adjudicate the specific matter and finds ethical and legal com- 
promise impossible, then suitable action should be taken against 
the physician or institution found guilty. The authority for 
this is found in the Constitution and By-Laws of the American 
Medical Association as follows: Division One, Chapter III, 
relating to Disciplinary Action, and Division Three, Chapter X, 
Section 4, relating to Standing Committees. 

If a hospital or other lay group is found guilty and will not 
cooperate within ethical and legal limits, it is recommended 
that the Judicial Council shall order the withdrawal of the 
Association’s approval of that institution. 

This committee can find no better recommendations to 
establish principles governing proper relations between physi- 
cians and hospitals than those adopted by the Massachusetts 
Medical Society, which read as follows: 

1. That the medical costs of hospital care be separated from the non- 
medical costs, as can be done by existing and accepted methods of cost 


accounting, and that they appear thus separated on the statement sub- 
mitted to the patient. 

2. That a basic principle in the establishment of charges should be that 
each department be self supporting. This principle should be so applied 
that neither the hospital nor the physician rendering the service shall 
exploit the patient or each other. 

3. That fees for medical services which are collected by the hospital be 
established by joint action of a representative committee of the staff, to 
include the head of the department, and the administrator and the govern- 
ing body of the hospital. 

4. That the basis of financial arrangement between boauieed and physi- 
cian may be salary, commission, fees or such other method as will best 
meet the local situation, with due regard to the needs of the patient, the 
community, the hospital and the physician. 


It is the opinion of your committee that acceptance and 
practice of these principles will effect the separation of hospital 
services and medical care rendered in hospitals, as well as the 
responsibility for the payment of medical services and nonmedical 
hospital services as defined above, inciuding prepayment and 


140 


796 


other insurance plans, and should become the basis of policy 
to be followed in all activities of the headquarters staff. 

9. The American Medical Association Program: Your ref- 
erence committee has received from the Board of Trustees a 
report entitled The American Medical Association Program. 
Your committee has studied this report, discussed it with many 
members of the Association, and wishes to compliment the 
Board of Trustees on the elaboration of the twelve points in 
the 12 point program for the advancement of medicine and 
public health, and recommends adoption of this report. 

Respectfully submitted, 

Tuomas A. Foster, Chairman. 
Warren L. ALLEE. 

H. Bunce. 

F. Coste 
M. SxKrpp. 


Presentation and Address of Major General 
Malcolm C. Grow 
Dr. Louis H. Bauer, member of the Board of Trustees, pre- 
sented Major General Malcolm C. Grow, Surgeon General of 
the United States Air Force, who spoke as follows: 


Dr. Bauer, Mr. Speaker, Members of the House of Delegates, 
Ladies and Gentlemen: It is a great honor to be permitted to 
appear before you this morning. I am going to be brief. 

First of all, I want to thank you, the House of Delegates, 
for your splendid action on the report of the committee in 
adding the new Air Force Medical Service to the American 
Medical Association. I think I can speak for all of the men 
when I say that I think that was a very fine act. | 

We are new, just starting off, and we need lots of help to 
get this thing on its. feet, but I think with patience and with 
cooperation from this great Association we will be able to 
have a very fine medical service in another few years. 


Introduction and Address of Dr. Richard L. Meiling 

Dr. James Paullin, Past President, presented Dr. Richard L. 
Meiling, Deputy Director of National Medical Services, who 
spoke as follows: 

Dr. Paullin, Mr. Speaker, Members of the House of Dele- 
gates of the American Medical Association, Friends: Dr. Allen, 
the first Director of Medical Services of the Armed Forces of 
the United States, has asked me to express both his and my 
feeling to you about our desire and our intention of providing 
the soundest medical advice, counsel and direction at this high 
level of our Government. We have oniy one yardstick. We feel 
that our responsibility is to assure you and our fellow citizens 
of the United States that the medical services of the armed 
forces are prepared at all times to support the armed forces in 
the mission established by Congress, and to assure all that our 
national security is first, foremost and always safeguarded. It is 
indeed a pleasure to have appeared before you. 


Report of Reference Committee on 
Miscellaneous Business 

Dr. Mather Pfeiffenberger, chairman, presented the following 
report, which was adopted on motion of Dr. Pfeiffenberger, 
seconded by Dr. Walter E. Vest, West Virginia, and carried: 

Resolution on Displaced Physicians: Your committee met 
with Dr. Peter P. Chase, president of the Rhode Island Medical 
Society and editor of the Rhode Island Medical Journal; Dr. 
Alex M. Burgess, recently returned from Munich where he 
gave a course of instruction to the displaced physicians, and 
Dr. Charles Farrell, delegate of the Rhode Island Medical 
Society, who spoke in behalf of the resolution. 

Your committee has carefully considered this resolution and 
finds that it is very similar to one introduced previously to this 
House of Delegates due to the fact that it involves investigation 
as to whether the different state boards can cooperate and also 
to the fact that the immigration authorities must be consulted 
and also that someone must be responsible for these physicians 
in a financial way. 
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Your committee thinks it is a matter to be handled and 
passed on by our Board of Trustees. Therefore we recommend 
its reference to the Board of Trustees for dtsposition. 

Respectfully submitted, 

MATHER PFEIFFENBERGER, Chairman. 
Georce BRAUNLICH. 

R. BrooKsHeER. 

A. EccstTon. 

Hoyt B. Woo.tey. 


Report of Reference Committee on Legislation 
and Public Relations 

The Speaker announced that any new business to be con- 
sidered had to be in his hands by 9 a. m. of the final day of 
the session of the House and referred to a reference committee 
for determination as to whether or not it was an emergency 
matter. He added that a resolution had been presented to him 
and had been referred to the Reference Committee on Legislation 
and Public Relations. He called on Dr. William Bates, Chair- 
man of the Reference Committee on Legislation and Public 
Relations to report on the matter and Dr. Bates asked if he 
could first report on a resolution held over from Tuesday and 
was directed to do so. Dr. Bates then reported as follows: 

1. Resolution on Questionnaire on Medical Care: Your com- 
mittee on Legislation and Public Relations has reviewed this 
resolution and after carefully considering it and realizing the 
enormity and cost of such a survey, recommends that the House 
of Delegates refer this resolution to the Board of Trustees for 
its consideration, and, if desirable in its opinion, for imple- 
mentation. 

2. Resolutions on Hill Bill and Taft Bill: Your Reference 
Committee on Legislation and Public Relations has reviewed 
these resolutions. In the first place, your committee approves 
of their being admitted for consideration at this late hour as 
am emergency, according to our rules and regulations, and, 
meeting in advance of the acceptance of the House to consider 
it, it was agreed by the committee that if the House of Delegates 
agreed to act on them, your committee is in favor of their 
adoption. 

Respectfully submitted, 

Witrram Bates, Chairman. 
F. J. L. BLastnGAME. 

Leo G. CHRISTIAN. 
WaLterR G. PHIPPEN. 

H. Gorvon MacLean. 


On motion of Dr. Bates, seconded by Dr. Walter E. Vest, 
West Virginia, and carried, the report of the reference com- 
mittee dealing with the Resolution on Questionnaire on Medical 
Care (section 1) was adopted. 

The Speaker announced that the Pennsylvania delegation 
would present the resolutions on the Hill Bill and the Taft Bill 
under New Business. 


Introduction and Address of Dr. A. Lawrence Abel 


Dr. Louis A. Buie, Section on Gastro-Enterology and Pathol- 
ogy, presented Dr. A. Lawrence Abel, London, England, who 
addressed the House as follows: 

Mr. Speaker, Members of the House of Delegates of the 
American Medical Association: May I first express to you my 
great appreciation of the great honor conferred on me by being 
invited to attend this meeting. Secondly, I want to say how 
deeply I realize the honor of being asked to say a few words 
to you. 

I have been instructed to bring to you the friendly, fraternal 
and affectionate greetings of the Council of the British Medical 
Association, and also from the London Division, which, situated 
as it is, is the largest division of the British Medical Association 
and numbers over one thousand consultants and specialists, in 
addition to many family doctors. 


Your Board of Trustees has graciously asked me to leave 


' with them a full statement of the present state of socialized 
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medicine in England, which I made last week at the American 
Proctologic Association. Time does not permit me to do more 
than read a few paragraphs. 

First of all, about the effect on the public, there is no doubt 
that there is a certain portion of the public which favors 
socialized medicine with the thoughtlessness and greed which 
characterizes the man or woman not astute enough to realize 
that because they are paying nothing at the time, they are 
actually not getting anything free. There are certain people 
who delight in thinking they are getting something for nothing, 
especially if it comes out of the government. This situation 
has to be seen to be believed. The most serious aspect, I 
believe, sir, from the public’s angle, is that the material benefits 
which they get at exorbitant cost cloak the real loss of true 
medicine. 

The public must realize, and must be made to realize, true 
medicine means early diagnosis and early and good treatment. 
What they had under the old system was good, and increasingly 
better, doctoring. I sincerely warned the people not to be fooled 
by a few so-called free material things to the exclusion of that 
intangible thing, good medical care. 


One of the good points about our system is that the state 
has assumed responsibility for seeing that hospital beds are 
where they are needed and are properly equipped. But those 
of us who have had experience with bureaucracies know what 
_a difference there is between. promises and what actually comes 
- about. Today it is more difficult for a patient to get into a 
hospital than ever before. In some places there are waiting 
lists of from twelve to eighteen months. Therefore, although I 
say that it is good for the state to assume responsibility, this 
is true only if the promises are fulfilled. 

On the other hand, for the state to have become the owner of 
all hospitals is unnecessary and wicked. There should be no 
state monopoly of hospital beds. Healthy competition is good 
for any business. 

The specialist has gone on with his work in spite of a sense 
of grievance and frustration. He is now paid for his hospital 
work. It must, however, be realized that the specialist is now 
a paid servant of the hospital and no longer the voluntary 
partner, and, as we all know, a paid servant is soon made to 
feel it. Even now, after more than nine months of working, 
there is still no fixed rule with regard to the salary payable to 
either family doctor or specialist. The government has still not 
promised us the right to arbitrate, which we all feel should be 
a condition. 

As an independent profession, the government listens to you, 
although it seldom takes your advice. No party that might 
come into power would dare recommend the termination of 
socialized medicine, and no party would dare to alter it very 
substantially. 

The tragedy of the whole thing is that the doctors have 
been brought into the service by a form of blackmail. Many 
are in the service with ill will. With tact, careful negotiation 
and reasonable compromise, their help could have been obtained 
with good will, because the main principle of the profession was 
that we were out to help the government to establish the best 
possible health service for the nation. 

We must realize the necessity for some form of insurance 
for medical service. But whatever you do here, I hope you 
will leave state insurance for those who need that type of 
insurance, and leave it to those who can afford to do so to 
provide it for themselves. But do not forget that it appears 
to be the principle of our present government not to trust 
anyone to spend his own money, and they therefore collect it 
and spend it for him. 

In spite of what I have said about the present health service 
in Great Britain being here to stay, do not forget that the 
British have the reputation of losing all battles except the 
last. We have partly lost the first battle, but governments 
come and governments go, and I heard someone say in back 
of me here, “Thank God!” The spirit of medicine in the service 
cf humanity goes on forever, so the last battle is not yet fought 
between our profession and bureaucracy. 
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America also has the reputation, after we have suffered for 
months or years, of beginning to take an interest, beginning to 
understand, developing new lines of thought and learning from 
our mistakes. Also, America comes to our aid before it is 
too late. This time it will not be with planes, guns, men and 
food, but perhaps with the moral example of a really sound 
health service for the nation, based on freedom for the patient 
and the doctor and not on the slavery of the bureaucrat. The 
building up of a proper type of medical service should come 
by evolution and not by revolution. The patient should have 
the right to contract outside of the service. With the service 
covering even 90 per cent of the population, you are safe and 
free, but when the contract covers 100 per cent, you are slaves. 


One of Lincoln’s most famous speeches began with the words, 
“A house dived against itself cannot stand.” I believe that he- 
would have continued, “This profession cannot endure half slave 
and half free.” I think of Abraham Lincoln, and if he were 
here today, he might have used words something like those he 
used at Gettysburg, “It is for us to be here dedicated to the 
great task remaining before us, that we here highly resolve 
that this profession under God shall have a new birth of 
freedom, and that freedom of medical care and treatment of 
the people, by the people, for the people, shall not perish from 
the earth.” 

Report of Board of Trustees 

Dr. Louis H. Bauer, Trustee, presented the following report, 
the first section of which was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary and the 
second section was adopted, by unanimous consent, on motion 
of Dr. Gerald V. Caughlan, Iowa, seconded by Dr. Val H. 
Fuchs, Louisiana, and carried. 

1. Resolution on Compulsory Health Measures: The Board of 
Trustees recommends clarification of the action of the House 
of Delegates on the Report of the Reference Committee on 
Legislation and Public Relations pertaining to Resolution on 
Compulsory Health Measures. The House has instructed the 
Board to oppose this bill without qualification. The Board 
recommends that this instruction be changed to support such 
sections of this bill as are in conformity with principle previ- 
ously laid down by the House of Delegates. 

2. Report of Coordinating Committee: The Coordinating 
Committee, immediately after organizing, decided to employ 
Whitaker and Baxter as campaign managers. They were 
employed not only because of their general reputation, but 
because they were familiar with our problem. They have 
established offices at 1 North La Salle Street, Chicago. 

The committee then decided to organize a Committee of 53, 
representing each state and territorial medical association. 

Whitaker and Baxter now report that over one thousand 
organizations are on record against compulsory health insurance. 
These organizations include : 

The American Federation of Women’s Clubs 

The American Bar Association 

The American Farm Bureau 

The National Fraternal Congress of America, including over 200 Lodges 

Two of the Small Business Organizations 

The National Catholic Welfare Conference 

The National Conference of Catholic Charities 

The Catholic Hospital Association 

The American Protestant Hospital Ass»ciation 

The American Legion, 


and many others. 

Twenty-five million pieces of literature have been mailed out. 
It is important that the states see to it that this literature 
actually reaches the people. 

Two million five hundred thousand pieces of literature have 
been mailed direct from Whitaker and Baxter, and not to state 
associations. 

For the information of our members, let it be known that 
there is no limit to the amount of material which will be mailed 
to any state association or individual so long as it can be used 
effectively. Besides state associations and individual physicians, 
all endorsing organizations receive the literature. 
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To give an example of a typical week in Whitaker and 
Baxter’s office, the following represents the organizations con- 
tacted in that period of time: 


12,000 Trade associations 
2,700 Chambers of commerce 
500 Prominent clubs with civic influence 
120 Advertising clubs 
1,500 Kiwanis clubs 
4,500 Lion’s clubs 
2,300 Rotary clubs 
1,300 Carnegie libraries 
900 College libraries 
8,000 Public libraries 
14,000 School principals and superintendents 
9,000 Y.M.C.A. city associations o 
200 Y.W.C.A. city associations 
130,000 Dentists and druggists 


After the notice about the poster “The Doctor” was sent 
out, 40,000 orders were received in five weeks, and the orders 
are now coming in at the rate of 1,000 a week. A wide distribu- 
tion of this poster is essential. 


One hundred and sixty-three thousand doctors are now on 
the mailing list. A letter goes to each doctor not less often 
than once in two months. It is intended that each doctor on 
the list will receive a limited supply of ali literature hereafter 
published, with an order card so that he may order what he 
desires. 


The voluntary medical care plans have been assisted by the 
preparation and distribution of literature. 

In order to take the financial load off the states, Whitaker 
and Baxter will make original mailings direct to doctors of 
50 copies of each pamphlet, except where every doctor has 
been supplied from his own state. 

A letter has been sent to each member of Congress explaining 
the program of the American Medical Association and enclosing 
a blueprint of the campaign. 


Seventy-six hundred interns are on the mailing list and 
receive the same literature as practicing physicians. 


Whitaker and Baxter report that 500 drug stores in Oklahoma 
will use the picture “The Doctor” as their main window display 
during one week. 


Monroe County, New York, reports that through the “Tell 
20 Plan” 15,900 letters were sent to the President and Congress 
in one week. 


One hospital in Denver, Colo., is getting from 150 to 160 
signatures a day to a letter prepared by the hospital, to be sent 
by friends and relatives of patients in the hospital. 

Whitaker and Baxter report that one third of the states are 
doing an excellent job in the campaign; one third are doing a 
fair job, and one third are doing a poor job. It is important that 
all states do an excellent job. The states not doing a good job 
are not always the poorly organized states. One state with no 
full time office has turned in a tremendous record. 

The Woman's Auxiliary has been of tremendous assistance 
in the campaign and great credit is due this organization. State 
and county associations should give their auxiliaries explicit 
directions and make use of them. They are not only willing 
but anxious to help. 


With reference to the resolution introduced by the New York 
delegation and referred by the House to the Board of Trustees, 
the House will be interested to know that some of the actions 
desired have been anticipated. 


Ten million envelop and stationery stickers have been printed. 
These stickers read as follows: 


As Your Personal Physician 


I Oppose Compulsory Health Insurance Because— 

It would bring you inferior medical care at high cost— 

Invade your medical privacy—Put both of us under political control. 
If you agree, please write your U. S. Senators and Representatives, 
For more information, ask me. 
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When these are reprinted, there is no objection to printing 
them in the form of the poster, but it should be remembered 
that reduction of the picture to the size of a stamp, plus the 
words “Keep Politics Out of This Picture,” may make the 
picture too small to be decipherable. 

Mats for newspapers have already been prepared and are 
available. 

Literature for the drug stores has already been distributed. 
It has been offered to 55,256 stores. Through the state and 
county societies they should be offered the poster. 

Literature has also been sent to 83,335 dentists. 

The campaign is in full swing and will be kept there. A 
great deal has been accomplished, but more activity is necessary 
and will be carried on. 

The Coordinating Committee at its last meeting passed 
unanimously a vote of full confidence in Whitaker and Baxter. 

Respectfully submitted, 

Ev_mer L. HeNperson, Chairman. 
WILLIAM Bates. 

Louis H. Bauer. 

Joun W. 

GUNNAR GUNDERSEN. 

Epwin S. HAMILTON. 

Georce F. Lut. 

Wa ter B. MartIN. 

R. B. Rosins. 

R. L. SENSENICH. 


Report of Reference Committee on Insurance 
Plans and Medical Service 

Dr. E. Vincent Askey, Chairman, presented the following 
report, which on motions of Dr. Askey, duly seconded and 
carried, was adopted section by section and as a whole as 
amended after discussion : 

Your reference committee has had a number of resolutions 
presented to it as you all well know. It has listened to your 
advice and has attempted to bring to you its best judgment and 
opinion regarding the subjects involved. 

1. Resolution on Blue Shield Coverage of American Medical 
Association Employees: Your reference committee has found 
that the plan employed for servicing the employees of the 
American Medical Association is one of several approved by 
the Illinois State Medical Society. While this plan is not a 
Blue Shield plan, it was recommended to the Board of Trustees 
by a committee of the employees after due consideration. 
There has been no evidence presented to your committee of 
any dissatisfaction among the employees affected. Your com- 
mittee believes that in a choice between two approved plans 
the decision of the local parties involved should be upheld. 
It further believes that every sincere effort was made to carry 
out the directive of the House of Delegates. It therefore 
recommends that the House of Delegates hereby rescind its 
action of June 23, 1948, wherein it said: “Your committee 
recommends because of the above stated opinions that at the 
expiration of the present contract of hospital and medical health 
coverage, the American Medical Association, through its 
proper officials, make every sincere effort to procure this 
coverage for its employees through Blue Cross-Blue Shield local 
organization.” Your committee understands that this coverage 
is and will be available by substituting for the words, “Blue 
Cross-Blue Shield local organization” the words “any approved 
voluntary health insurance plan.” 

2. Resolutions on Associated Medical Care Plans and National 
Enrolment Agency: Your committee recommends the approval 
of these resolutions as presented. It is the understanding of 
your reference committee that any insurance company that 
might be set up under this organization would come up in 
regular order and in the same manner as any other plan seeking 
approval of the Council on Medical Service. 

3. Resolutions on Voluntary Health Insurance: Your ref- 
erence committee believes that its recommendation regarding 
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the Resolutions on Associated Medical Care Plans and National 
Enrolment Agency, which was just presented to you, has dis- 
posed of these resolutions. 

4. Supplementary Report of Council on Medical Service (a) 
Approve Complete and Absolute Separation of A. M. C. P. 
from A. M. A.: Your reference committee recommends that 
we approve complete and absolute separation of A. M. C. P. 
from the American Medical Association, and that we adopt 
the joint statement of the Board of Trustees and the Council 
on Medical Service as printed in the Handbook. Your com- 


_mittee approves this and recommends that you approve it. 


4(b). Approval of Tentative Principles Set Up to Guarantee 
Good Medical Service to Subscribers of Lay Sponsored Volun- 
tary Health Plans: Your reference committee recognizes the 
forward step taken by the House of Delegates in its previous 
action asking for a set of principles relating to lay sponsored 
voluntary health plans. The twenty principles suggested by 
the Council on Medical Service are offered to the House of 
Delegates by the Council in response to that request. Your 
reference committee recommends that these points be forwarded 
hy the House of Delegates to all state and county medical 
societies, which societies should use them as a guide in determin- 
ing the eligibility of any such plans for approval by those 
state or county societies. These twenty points have been 
tentatively initiated by representatives of the Council on Medical 
Service and the Cooperative Health Federation of America. 
It should be recognized that local areas may find it necessary 
to make minor modifications without changing the fundamental 
intent involved. Your committee recommends that any lay 
sponsored plan desiring approval by a proper accrediting body 
of the American Medical Association shall come bearing the 
endorsement of the state or county medical association involved. 


4(c). Approval of Arrangements Made at the Suggestion 
of the Council with Whitaker and Baxter that the Council 
Develop the Positive Phases of the Educational Campaign, 
Principally the Nationwide Promotion of the Voluntary Health 
Campaign on All Fronts: Your committee agrees with this and 
recommends its approval. 


4(d). Approval of the Plan of Action of This Overall Cam- 
paign: Your committee gives its approval to this. 


4(e). Recommendations to Further the Effectiveness of the 
Council’s Correlating Committees: Your committee finds that 
these committees have all been authorized previously. Your 
committee would suggest a change of name of the committee 
now called “Medical Care of Children” to “Maternal and Child 
Care.” 


4(f). Increase in Staff Personnel of Council on Medical 
Service: In regard to the request for approval of and necessary 
increase in the Council’s staff personnel, your committee 
approves the suggestion of the Council and recommends that it 
be referred to the Board of Trustees for its appropriate action 
and implementation. 


5. Resolutions on Associated Medical Care Plans: Your 
reference committee believes that these resolutions were covered 
and disposed of by its report just presented in regard to the 
report of the Council on Medical Service and need no further 
action. 


6. Resolution on Medical Care and Health Plans: Your 
reference committee believes that this resolution has been 
covered in its recommendations on the preceding resolutions; 
however, it recommends a substitute resolution which it presents 
to you: “Resolved, That the American Medical Association 
initiate through its Council on Medical Service a conference of 
representatives of various groups, medical and lay, for the 
purpose of considering the formation of a joint planning com- 
mittee for the study and preparation of more comprehensive 
plans of medical care for the nation.” 

7. Resolutions on Health Plan for the United States: 
This could be accomplished by further study by our Council on 
Medical Service. Some of these suggested principles have 


been approved and are already in force. Other subjects are 
yet under study and are not yet ready for decision. Your 
committee believes, therefore, that these resolutions should 
be referred to the Council on Medical Service for further 
study without prejudice. 
Respectfully submitted, 

E. Vincent Askry, Chairman. 

A. Davis. 

James Q. GRAVES. 

WittiaM H. Ha ttey. 

Louis M. Orr II. 

P. RAMSEY. 


The House recessed at 12 noon on motion of Dr. Val H. 
Fuchs, Louisiana, seconded by Dr. Walter E. Vest, West Vir- 
ginia, and carried. 


Thursday Afternoon, June 9 


The House of Delegates reconvened at © :30 p. m., with Dr. 
F. F. Borzell, Speaker, presiding. 


Minutes 
On motion of Dr. Val H. Fuchs, Lousiana, seconded by Dr. 
Walter E. Vest, West Virginia, and carried, the House dispensed 
with the reading of the minutes. 


Report of Reference Committee on 
Legislation and Public Relations 


Resolutions on Hospital and Medical Care of Veterans for 
Non-Service-Connected Disabilities: On motion of Dr. Lloyd 
Noland, Alabama, seconded by Dr. Walter E. Vest, West Vir- 
ginia, and carried after discussion, the House decided to 
reconsider the Resolutions on Hospital and Medical Care of 
Veterans for Non-Service-Connected Disabilities. 

It was moved by Dr. Mather Pfeiffenberger, Illinois, seconded 
by Dr. Walter E. Vest, West Virginia, and carried, that the 
House hear from Dr. H. H. Shoulders, Past President, on this 
matter. 

Dr. Shoulders asked first to hear the report of the reference 
committee on this matter, which Dr. William Bates, Chairman, 
presented, recommending its adoption. Dr. Shoulders then 
addressed the House and was followed by Dr. Thomas K. Lewis, 
New Jersey, who moved that the resolution be amended so 
that 1. (a) reads “That the administrator of Veterans Affairs 
be authorized and directed to issue to or purchase for each 
veteran eligible to receive such benefits, a medical, surgical and 
hospital service insurance contract with benefit provisions suf- 
ficient to cover the costs of (1) necessary hospitalization in 
a civilian hospital that is approved for service to veterans by 
the Veterans Administration and/or is approved according to 
recognized medical standards, and (2) necessary medical and 
surgical services rendered in such hospitals on the basis of a 
fee schedule not less than the minimum applicable to,” the rest 
of the resolution to be as introduced. The motion was seconded 
by Dr. H. B. Everett, Tennessee, and carried, after discussion 
during which a motion of Robertson Ward, California, to 
recommit to the Board of Trustees, seconded by several, was 
lost. 

A motion to amend the last part of the resolutions under 
discussion was tabled, after discussion, on motion of Dr. Robert 
B. Wood, Tennessee, seconded by Dr. Allen H. Bunce, Georgia, 
and carried by a rising vote of 74 to 69. 

Dr. Thomas K. Lewis, New Jersey, moved that the original 
motion as amended be referred to the Board of Trustees for 
further consideration, and the motion was seconded by Dr. 
Val H. Fuchs, Louisiana, and carried after discussion. 


Resolutions on Hill Bill and Taft Bill 


On motion of Dr. Lowell S. Goin, California, seconded by 
Dr. H. B. Everett, Tennessee, and carried, the resolutions 
mentioned in the report of the Reference Committee on Legis- 
lation and Public Relations submitted during the morning, were 
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committed to the Board of Trustees, with the request that it 
x a day on which it will have hearings on the resolutions at 
which any interested person may appear to present his views. 


Report of Reference Committee on Emergency 
Medical Service 

Dr. Leland S. McKittrick, Chairman, presented the following 
report, which was adopted, section by section and as a whole, on 
motions of Dr. McKittrick, duly seconded and carried: 

1. Resolution on Veterans Administration: Your reference 
committee has considered this resolution reviewing the high 
quality of medical care now being received by the veterans of 
this country under the Director of the Department of Medicine 
and Surgery of the Veterans Administration, and approves the 
following resolution: 

Resolved, That it is the opinion of the House of Delegates that it is 
essential that complete responsibility and authority for the medical care 


and hospital services program of the Veterans Administration must be 
vested in the Chief Medical Director of that Administration. 


Your committee noted with approval this expression of the 
high quality of medical care which our veterans have received 
since World War II, and of the mechanism which has made 
it possible. It recommends approval of the resolution cited 
above and requests that a copy of it be sent to the President 
of the United States and to the Administrator for Veterans 
Affairs. 


2. Resolution on Medical Personnel Requirements of the 
Armed Forces, Resolution on Recruitment of Physicians Edu- 
cated in Part or in Whole at Government Expense and Resolu- 
tion on Need of Physicians for Armed Forces: In considering 
these proposals, your committee had the benefit of the able 
statements of delegates from the Armed Forces, the Veterans 
Administration and other interested individuals. 

The first resolution would give power of action to the National 
Security Resources Board. This Board is fundamentally a 
planning agency and its conversion to an operational agency 
may not be in conformity with overall government organization. 

The second resolution would advise the Secretary of Defense 
on action which he should take regarding recruitment of medical 
officers. The Secretary of Defense has a Medical Advisory 
Committee composed of eminent civilian physicians and dentists 
in being and actively functioning which is continuously con- 
sidering the medical problems of the Armed Forces. It would 
appear, therefore, that the Medical Advisory Committee is 
now in a position to recommend appropriate measures to the 
Secretary of Defense and is prepared to carry out the purposes 
of this proposal from the Medical Society of New Jersey. 

The third resolution recognizes the close coordination now 
existing between the Council on National Emergency Medical 
Service of the American Medical Association and the National 
Military Establishment and serves to formalize and extend that 
coordination. 

The reference committee believes that this is a sound basis 
of procedure. It recommends the adoption of the following 
substitute resolutions which summarize present developments in 
the Medical Services of the Armed Forces, and embodies the 
principles expressed in the District of Columbia resolution: 

Wuereas, The Medical Departments of the Armed Forces are setting 
the pace in unification within the military establishment by continuous 
cooperation and coordination of the three medical services, as evidenced by 

(1) The establishment of a Medical Services Division within the Office 

the Secretary of Defense headed by a medical director; (2) The joint 
by Army, Navy and Air of medical installations both 
in the United States and abroad by joint staffing and utilization in 
common of both civilian consultants and military specialists and by the 
cooperation of all components of medical services within the military 
establishment with civilian medical agencies in furthering their programs 
in the best public interest; and 

Wuereas, Constructive and definite measures have been and are now 
being taken by the Armed Forces to improve medical officer utilization 
and to reduce professional workloads, thereby reducing previously stated 
requirements; an 

Wuereas, Even with these measures present voluntary enrolment is 
proceeding at a rate threatening to leave the Armed Forces in serious 
need of physicians; therefore be it 

Resolved, That if and when it becomes clear to the Council on National 
Emergency Medical Service that essential requirements of the Armed 
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Forces cannot be met in any other way it be authorized to develop a 
method of equitable selection from among V-12 and ASTP trained physi- 
cians and those deferred from military service to complete their medical 
education, and that the method proposed be submitted to the House of 
Delegates for its approval, except in an emergency when the Board of 
Trustees shall act on the proposal; and be it further 


Resolved, That the mechanism approved be submitted to the federal 
government for its consideration. 
Respectfully submitted, 
S. McKittrick, Chairman. 
Karu S. J. HouLen. 
Georce S. Kiump. 
RoLtanp W. 
ROBERTSON WARD. 


Report of Reference Committee on Reports 
of Board of Trustees and Secretary 

Dr. Thomas A. Foster, Chairman, presented the following 
report, which was adopted on motion of Dr. Foster, seconded 
by Dr. H. B. Everett, Tennessee, and carried after discussion 
during which a substitute motion to adopt the recommendation 
of the Board of Trustees was lost: 

Resolution on Compulsory Health Measures: After a review 
of the report and recommendation of the Reference Committee 
on Legislation and Public Relations regarding the Resolution 
from the Arkansas State Medical Society pertaining to the 
National School Health Service Act of 1949, your reference 
committee concurs in the report of the Reference Committee 
on Legislation and Public Relations as submitted and adopted 
by this House. Your committee believes that the Board of 
Trustees, in its opposition, should point out specifically the 
provisions of this bill which do not agree with our 12 point 
program. 

Respectfully submitted, 

Tuomas A. Foster, Chairman. 
Warren L. 

ALLEN H. BuNce. 

WiuiaM F. 
WittraM M. Sxkipp. 


Resolution on Study of Operating Room Deaths 
from Section on Anesthesiology 


Dr. Henry S. Ruth, Section on Anesthesiology, presented the 
following resolution, which on motion of Dr. Ruth, seconded 
by Dr. Allen H. Bunce, Georgia, and carried after discussion 
by Dr. William Bates, was adopted: 

Wuereas, At the present time machinery does not exist for the pur- 
pose of gathering information on operating room deaths; and 


Wuereas, The organization of Study Commissions to gather such statis- 
tics has been approved by the House of Delegates of this Association; and 


Wuereas, Several local study commissions have been organized that 
have developed forms for the recording of such information; and 


Wuereas, The Section on Anesthesiology has created a Committee on 
Operating Room Mortality which is anxious to obtain such data on a 
nation wide basis; an 


Whereas, That committee is without funds to print and distribute 
forms for that purpose; now, therefore, be it 


Resolved, That the House of Delegates recommend to the Board of 
Trustees the study of eperating room deaths and that funds be provided 
to print and distribute forms for that purpose. 


Resolution on Endorsing the International and Fourth 
American Congress on Obstetrics and Gynecology 
from Section on Obstetrics and Gynecology 
Dr. J. P. Pratt, Section on Obstetrics and Gynecology, pre- 
sented the following resolution, which was adopted on motion 
of Dr. Pratt, seconded by Dr. George W. Kosmak, New York, 

and carried: 

The following resolution was adopted by the Section on 
Obstetrics and Gynecology on June 8, 1949, and is now pre- 
sented to the House of Delegates for consideration: 

WueEreEas, The American Committee on Maternal Welfare Inc., is spon- 
soring the International and Fourth American Congress on Obstetrics and 


Gynecology to be held in New York City, May 14 through May 19, 
1950; and 


WueEreas, The Section on Obstetrics and Gynecology of the American 


Medical Association is one of the component organizations of the Ameri- 
can Committee on Maternal Welfare, Inc.; and 
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Wuereas, The members and officers of the Section on Obstetrics and 
Gynecology of the American Medical Association are in complete accord 
with the aims and purposes of the International and Fourth American 
Congress on Obstetrics and Gynecology; now, therefore, be it 

Resolved, That the Section on Obstetrics and Gynecology of the Ameri- 
can Medical Association endorses as a body the holding of this Congress 
on Obstetrics and Gynecology and urges its individual members to sup- 
port it in every way possible, hy becoming members of the American 
Committee on Maternal Welfare, Inc., by attending the meeting of the 
Congress, if possible, and by working individually for its success. 


Roll Call and Motion Picture 


The Secretary called the roll, a quorum being present, and 
a motion picture of the House in action was taken for inclusion 
in the motion picture of the American Medical Association. 


ELECTION OF OFFICERS 


Election of President-Elect 

The Speaker called for nominations for President-Elect of 
the Association and Dr. J. B. Lukins, Kentucky, nominated 
Dr. Elmer L. Henderson, Louisville, Ky., for that office. The 
nomination was seconded by the delegates from Tennessee, 
West Virginia, Texas, Connecticut, Maine, New York, Penn- 
sylvania, New Jersey, Missouri, Alabama, Ohio and many others. 

Nominations were closed and the Secretary instructed to 
cast one ballot on motion of Dr. Walter E. Vest, West Virginia, 
seconded by Dr. H. B. Everett, Tennessee, and carried. The 
Secretary cast the ballot as directed and the Speaker announced 
that Dr. Elmer L. Henderson, Louisville, Ky., had been elected 
President-Elect of the American Medical Association. He 
requested the two delegates from Kentucky to find Dr. Hen- 
derson and present him to the House. 


Election of Vice President 

Dr. Thomas K. Lewis, New Jersey, nominated for Vice Presi- 
dent Dr. James Francis Norton, Jersey City, N. J. The 
nomination was seconded by the delegates from New York, 
Tennessee, Texas, West Virginia and many others. Dr. George 
W. Kosmak, New York, moved that nominations be closed and 
the Secretary be instructed to cast the ballot for Dr. Norton 
as Vice President. The motion was seconded by Dr. Allen 
H. Bunce, Georgia, and carried. The Secretary did as directed 
and the Speaker announced that Dr. James Francis Norton 
had been elected Vice President for the ensuing year. 


Election of Secretary 

Dr. Robert E. Schlueter, Missouri, nominated for Secretary 
Dr. George F. Lull, Chicago, and the nomination was seconded 
by delegates from Illinois, Tennessee, Kentucky and many 
others, after which on motion of Dr. H. B. Everett, Tennessee, 
seconded by Dr. Mather Pfeiffenberger, Illinois, and carried, 
nominations were closed and the Speaker cast the ballot of the 
House for Dr. George F. Lull, Chicago, as Secretary of the 
American Medical Association for the ensuing year and 
announced that Dr. Lull was so elected. 


Election of Treasurer 


Dr. Louis H. Bauer, Trustee, nominated Dr. Josiah J. Moore, 
Chicago, to succeed himself as Treasurer of the American Med- 
ical Association and the nomination was seconded by Dr. Val 
H. Fuchs, Louisiana, and carried. 


Election of Speaker of House of Dclegates 

Dr. James R. Reuling, Vice Speaker, assumed the Chair 
and called for nominations for Speaker of the House of 
Delegates. 

Dr. William L. Estes Jr., Pennsylvania, nominated Dr. F. F. 
Borzell, Philadelphia, to succeed himself as Speaker of the 
House of Delegates. Nominations were closed and the Secretary 
instructed to cast the ballot of the House for Dr. Borzell, on 
motion of Dr. H. B. Everett, Tennessee, seconded by Dr. 
Walter E. Vest, West Virginia, and carried. The Secretary 
announced that the ballot had been cast and Dr. Reuling pre- 


_sented the Speaker, Dr. F. F. Borzell, who resumed the chair. 
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Election of Vice Speaker of House of Delegates 


Dr. Walter P. Anderton, New York, nominated as his suc- 
cessor as Vice Speaker of the House of Delegates Dr. James 
R. Reuling, Bayside, N. Y. 

The nomination was seconded by several and nominations 
were closed and the Secretary instructed to cast the ballot for 
Dr. James R. Reuling as Vice Speaker of the House on motion 
of Dr. Robert B. Wood, Tennessee, seconded by several and 
carried. The Secretary declared that the ballot had been cast 
and Dr. Reuling elected Vice Speaker of the House of Delegates 
of the American Medical Association for the ensuing year. 


Election of Trustees 

ELecTION OF TRUSTEE TO SucccEED Dr. Louis H. BAvER 

Dr. Floyd S. Winslow, New York, nominated to succeed 
himself as Trustee, Dr. Louis H. Bauer, Hempstead, L. I., N. Y., 
and the nomination was seconded by several. On motion of 
Dr. Mather Pfeiffenberger, Lllinois, seconded by Dr. Walter 
E. Vest, West Virginia, and carried, the nominations were 
closed and the Secretary cast the ballot of the House for Dr. 
Louis H. Bauer for Trustee for five years to succeed himself, 
and the Speaker declared him so elected. 

ELEcTION OF TRUSTEE TO SuccEED Dr. Etmer L. HENDERSON 

Dr. Robert B. Homan Jr., Texas, nominated as Trustee to 
succeed Dr. Elmer L. Henderson, Dr. F. J. L. Blasingame, 
Wharton, Texas, and the nomination was seconded from various 
parts of the House. 

Nominations were closed and the Secretary instructed to cast 
the ballot of the House for Dr. F. J. L. Blasingame, Wharton, 
Texas, as a Trustee for five years to succeed Dr. Elmer L. 
Henderson, on motion of Dr. Mather Pfeiffenberger, Illinois, 
seconded by Dr. James C. Sargent, Wisconsin, and carried. 
The Secretary cast the ballot and the Speaker declared Dr. 
Blasingame so elected. 


Place of 1952 Annual Session 

Dr. Warren W. Furey, Illinois, invited the House w wcet 
in Chicago in 1952, and Dr. Louis H. Bauer, Trustee, announced 
that the Board of Trustees recommended that Chicago be 
selected as the place of the 1952 Annual Session. Dr. Bauer 
added that the Interim Session in 1949 will be held in Wash- 
ington, D. C., the 1950 Interim Session in Denver and the 1951 
Interim Session in Houston, Texas, if facilities are available 
at that time. 

The Speaker announced that since there was no opposition, 
the House by acclamation accepts the invitation to meet in 
Chicago in Aunual Session in 1952. 


Election of Members of Judicial Council 


ELection oF Dr. E. R. CUNNIFFE 
Dr. Ernest E. Irons, President, nominated Dr. Edward nk. 
Cunniffe, New York, to succeed himself for a five year term. 
Dr. Robertson Ward, California, moved that the nomination of 
Dr. E. R. Cunniffe, New York, to succeed himself for five 
years be confirmed and the motion was seconded by Dr. 
George W. Kosmak, New York, and carried. 


ELection oF Dr. THomas P. Murpock 
Dr. Irons nominated Dr. Thomas P. Murdock, Meriden, 
Conn., to fill the unexpired term of Dr. John H. O'Shea, 
Spokane, resigned, ending in 1953. The nomination was con- 
firmed on motion of Dr. Walter E. Vest, West Virginia, 
seconded by several and carried. 


Election of Member of Council on Medical 
ducation and Hospitals 

Dr. Louis H. Bauer, Trustee, announced that the term of 
Dr. Reginald Fitz, Boston, expires at this session and that 
much to the regret of the Board, Dr. Fitz has declined to have 
his name placed in nomination again. The Board, therefore, 
nominates Dr. Leland S. McKittrick, Boston, and Dr. Guy C. 
Caldwell, New Orleans, for a term of seven years. Dr. 
McKittrick regretted that his commitments would prevent him 
from accepting if elected and he requested his name be with- 
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drawn. The nomination of Dr. Guy C. Caldwell, New Orleans, 
as a member of the Council on Medical Education and Hos- 
pitals for a term of seven years was then accepted by 
acclamation. 


Election of Members of Council on Scientific Asscmbly 

Dr. Louis H. Bauer, Trustee, announced that the Board of 
Trustees, in accordance with the new By-Law increasing the 
membership of the Council on Scientific Assembly from five to 
seven, offered the following nominations: Dr. Charles H. Phifer, 
Chicago, to succeed himself for a term of five years; Dr. Carl 
A. Lincke, Carrollton, Ohio, for a term of six years, and Dr. 
Michael E. DeBakey, Houston, Texas, for a term of seven years. 

These nominations were confirmed on motion of Dr. H. B. 
Everett, Tennessee, seconded by Dr. George W. Kosmak, New 
York, and carried. 


Election of Members of Council on Medical Service 

Dr. Louis H. Bauer, Trustee, announced that the names of 
three nominees must be submitted for each member whose term 
expires. The Board nominated to succeed Dr. Thomas A. 
McGoldrick: Dr. Thomas A. McGoldrick, Brooklyn; Dr. 
Deering G. Smith, Nashua, N. H., and Dr. William F. 
Costello, Dover, N. J. 

To fill the vacancy caused by the expiration of the term of 
Dr. Elmer Hess, the Board nominated Dr. Elmer Hess, Erie, 
Pa.; Dr. A. A. Brindley, Toledo, Ohio, and Dr. H. G. Hamer, 
Indianapolis. The tellers distributed the ballots during which 
time Drs. Costello and Smith withdrew their names. It was 
then voted on motion of Dr. J. Stanley Kenney, New York, 
seconded by Dr. Walter E. Vest, West Virginia, and carried, 
that Dr. McColdrick’s nomination be confirmed by acclamation. 


Election of Honorary Fellows 

The Secretary announced that Lord Horder of London, 
England, had been nominated for Honorary Fellowship by the 
Section on Internal Medicine and Dr. A. Lawrence Abel of 
London, England, by the Section on Gastro-Enterology and 
Proctology. 

Lord Horder and Dr. Abel, both in attendance at this 
session, were elected as Honorary Fellows by acclamation on 
motion of Dr. C. B. Conklin, District of Columbia, seconded 
by Dr. J. Stanley Kenney, New York, and carried. 


Election of Associate Fellows 
Dr. Lull presented the list of applications for Associate 
Fellowship, nominated by the respective constituent state medi- 
cal associations and approved by the Council on Scientific 
Assembly : 


CALIFORNIA 
Name City Name City 
Edler, William .......... Pasadena __ Pischel, Kaspar ..... San Francisco 
Guggenheim, Louis K..Los Angeles Wilson, John W...... San Francisco 
Speer, Grant G.........Los Angeles 
COLORADO 
CONNECTICUT 
Cohane, Timothy Haven Day, Fessenden L....... Bridgeport 
DISTRICT OF COLUMBIA 
Baker, May Davis....Rutledge, Pa. Morgan, William G....Washington 
Crosson, Henry J...... Washington 
FLORIDA 
Hall, John E......... 
GEORGIA 
Moss, William L...... es Athens 
ILLINOIS 
Culbertson, O. J.......E. St. Louis Rose, Wm. H...Los Angeles, Calif. 
Fulier, Erlan Gardner Voris, Henry M.. Jensen Beach, Fla. 
Grubbe, Emil H........... hicago 
INDIANA 
Blosser, H. V...... -....Ft. Wayne Greist, Henry W........Monticello 
Conner, Thomas E........Freetown Jobes, Norman E......Indianapolis 
Ditton, Irvin W........Ft. Wayne Lukemeyer, L. C...... os 
Garrett. John D.......Indiapapolis Nenneker, Henry ....... Evansvi 
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Patten, Vernon C...... Morristown Wegner, W. Godfrey...South Bend 
Sanders, Ira M......... Greensburg Winstandley, W. C...New Albany 
Plymouth Wood, Elmer U.......... Columbus 
Wales, Ernest DeW...Indianapolis 

IOWA 
Carroll Seidler, William A........Jamaica 
Peck, Raymond E....... Davenport Sugg, Herbert R........... Clinton 
LOLISIANA 
MAINE 
MARYLAND 
MASSACHUSETTS 

Barney, J. D....... Peery, Ae Boston McLean, John A.....W. Somerville 
Birnie, John M......... Springfheld Miles, George A............ oston 
Bonney, Chas. A. Jr..New ee Montague, Charles E..... Wakefield 
Breed, Nathaniel P........... Lyn Moore, George C....Croydon, N. H. 
Ashheld Nevers, Harry H........ Lawrence 
Cunningham, Thomas E..Cambridge O'Connell, Andrew E.... Worcester 
Dalton, George F....... Springfield Oliver, E. Lawrence........ Boston 
Disbrow, Edward P...... Worcester O'Neil, James W....... Springfield 
Emerson, William R. P..... Boston Paine, Alonzo K...,......Hanover 
Germain, Harry H..... Bellair, Fla Palfrey, Francis W........- Boston 
Graham, J. Perry....... Springfield Parr, John .............. Methuen 
Ham, William A........... Boston Paul, Luther G.....Newton Center 
Hapgood, Lyman S...... Pheips, Olney D......... Worcester 
Howard, Joseph F........ Lawrence Sargent, George B....... Lawrence 
Hutton, Willis A....... Springfield Sawabini, Elias ..... ...- Brookline 
Hutchins, Henry T......... Boston Sever, James W............ ton 
Jones, Charles D........... Malden Sherman, Warren H........ Lowell 
Kimpton, Arthur .......... Boston Trainor, Joseph A.......... Boston 
Kirkpatrick, George H........ L Thompson, C. E. P...... Fairhaven 
Springfield Tyzzer, Ernest E..... ... Wakefield 


McAlpin, Kenneth R. 
West Beine, 


Watkins, Royal P....... Worcester 


MICHIGAN 
Dempstei, James H..... ..-.Detroit Sage, Edward O........... Detroit 
Casumet Upson, W. Q...... Oceanside, Calif 

MINNESOTA 
Amberg, Samuel ........ Rochester Loofbourrow, E. H....... Keewatin 
Blake, James ......... ---Hopkins Nelson, H. E............ Crookston 
Burch, Frank E........ ..-St. Paul Oberg, Carl M........ Minneapolis 
Daignault, Osear .......... Benson Petersen, John R...... Minneapolis 
Wks St. Paul Schmidt, P. A........ Monroe, Ore. 
Henslin, A. E..... Pasadena, Calif. Schneider, John P..... Minneapolis 
Hynes, John m........ Minneapolis Shaw, Albert W.......... Virginia 
Willmar Sohmer, A. E.........00. Mankato 
Red Wing Wray, W. E............. Campbell 
Lenont, C. B....... . .. Virginia 

MISSOURI 
Bohan, Peter T........ Kansas City Kampschmidt, A. W..... Columbia 


Burns, Jonathon E. 
Charles Town, W. Va. 


Carmichael, F. A...... Kansas City 
Cale, Paul ose. Springfield 
Dyer, Clyde P..... Webster Groves 
Harrison, A. M........ Kansas City 
Harwell, J. Lie....... Poplar Bluff 
Hayward, John D........ St. Louis 
James, Joseph D.. .. Springfield 

NEW 


Areson, W. H....Upper Montclair 
Baird, Thompson M.. Point Pleasant 


Carman, Fletcher F...... Montclair 
Cogan, Henry. . Daytona Beach, Fla. 
Emerson, Linn ..... range 
Foster, Herbert W....... Montclair 
Harman, W. J...........Trenton 

NEW 
Abbott, Henry B........... Buffalo 
Atonna, Carmelo ....... New York 
Barber, Robert F. 

Farmingdale, N. J. 
Bartlett, Robert 
Bauer, John L....... Bayport, L. I 
Bellows, Charles M...... New York 
Blank, M. I.......... ...New York 
Connor, M, E Brooklyn 
her, T. F . eeeee . Al 

Ehrlich, Simon D. 


Hollywood Beach, Fla. 


Lamar, Frederick C....Kansas City 


Meisenbach, A. Edward. ..St. Louis 
Myers, W.A.......... Kansas City 
Paul, Thomas M.........St. Joseph 
Quinn, Abram T.....2..St. Joseph 
Talbott, Hudson ......... St. Louis 
Townsend, James A........ Eureka 


Westrup, Arthur W. 


Webster Groves 
JERSEY 
Hughes, Frederic ..+-Plainfield 
Lovett, Joseph C....... 
Orton, George L........... Rahway 
Ranson, Briscoe B, Jr. East Orange 
Simkins, Raymond ...... Bridgeton 
Teeter, Charles E.......... Newark 
Wade, S. F...........Milford, Pa. 
YORK 

Filsinger, F. W...........- uffalo 
Fisher, George G "Newhall, 
Gillick, Edward E.. . Niagara Falls 
Goodridge, Malcoim .....New Yo 
Gromann, John ............. Utica 
Grossman, Abraham ....New York 
Halsey, Robt. H......... New York 
Hamilton, S. W..Cedar Grove, N. J. 
Hoffman, P. F........ White Plains 
Horr, Edward F......... Barneveld 
Ives, Robert F...... . Brooklyn 
Jacobson, Arthur C...... Brooklyn 
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Jolls, Willard B......Orchard Park 


Lederer, Max Brooklyn 
Lewis, Samuel .......... Brooklyn 
Lynch, J. M....... Pasadena, Calif 


McGowan, Andrew J. New Brighton 
McQuillin, J. P 
Westhampton Beach, L. I. 


Manning, Charles E...... Brooklyn 
Meyer, Henry E. B...Garden City 
Opie, Eugene L......... New York 


Parsons, Alfred H..Great L. I. 
Pearson, L. ooklyn 
Piquet, Samuel D.. “Mattituck, L, I. 
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Sandy, William C.......... Ithaca 
Siker, Samuel S.. Miami Beach, Fla. 
Snover, Clayton H.......Randolph 
Stevens, Harry H.......  Puckahoe 


Stivelman, Barnet P.... 
Strauss, Simon.. St. Petersburg, Fla. 
Stumpf, Conrad O..... Forest Hills 


Taggert, James A....... Salamanca 
Throne, Binford ...Bradenton, Fla. 
Tinker, Martin B........... Ithaca 


Tong, G. W..Santa Barbara, Calif. 
Truslow, Walter .....,... Brooklyn 


Vogeler, William J........ Yonkers 
Quinn, William V........... Utica Wallfield, Brooklyn 
Risch, Otto E. F......... Brooklyn Ward, Wilbur . Calif. 
Rottenberg, Sol... Miami Beach, Fla. Welles, E, M...........000- Troy 
Rucker, Augusta ....... New York Wolbarst, A. L. eee» New York 
NORTH CAROLINA 
NORTH DAKTA 
Bodenstab, William H....Bismarck Quain, E. P....... ... Eugene, Ore. 
Campbell, R. D.......- Grand Forks Quain, Fannie D.........Bismarck 
Gerrish, W. A....Alhambra, Calif. Williamson, G. M....Grand Forks 
Macdonald, A. W...... Valley City 
PENNSYLVANIA 
Anspach, Brooke M.......Ardmore Kramer, Joseph G..... Macomb, 
Bonney, Charles W....Philadelphia Leof, M. V....... New York, N. Y. 
Feldstein, George J...... Pittsburgh McComb, Edwin C..... New Castle 
Gibby, Herbert B..... Wilkes-Barre Old, Herbert ...... ..» Philadelphia 
Hinrichs, August G........ Pittston 


Holtzhausser G. J.. 
Knowles, Mary Gilbert 
San Francisco, Calif. 


. Phoenixville 


RHODE 
Cooke, Charles O....... Providence 


Price, Henry T....Lake Placid, Fla. 
hanor, Charles K. 

Coconut Grove, Fla. 

Sfewart, Henry ........Gettysburg 


ISLAND 


Turner, Charles S...... Providence 


Kenney, Stephen A....Valley Falls Wheaton, James L...... Pawtucket 
Tefit, B. F........West Warwick 

TENNESSEE 
Burdette, B. L.........Shelbyville Parker, Prentiss E.... Johnson City 


Clark, John C.. + Memphis 


TEXAS 
UTAH 
Pomeroy, Edward S..Salt Lake City Rees, G. L........ .+.e-- Smithfield 
VERMONT 


WEST VIRGINIA 


Cooper, Everett R...Gallipolis, Ohio 


Moore, Thomas W...... Huntington 


Cunningham, Wylie H..... Beckley Offner, John E...........Fairmont 
Gaynor, H. E......... Parkersburg Ogden, C. R..........-Clarksburg 
Martin, Harrington C..East Rainelle Peck, Joseph C........Moundsville 
WISCONSIN 
Allen, William J............ Beloit Hammond, F. W........Manitowoc 
aasen, J. M.......+..Mt. Calvary Hipke, G. A........ +. Milwaukee 
Bolton, Ernest L.........Appleton Leonard, Charles W..Fond du Lac 
Brehm, Henry J eseeees- Racine Marshall, V. F...........Appleton 
Brooks, Everett H..... ..-Appleton Munn, W. A..... ++eeee+Janesville 
Coffey, Charles J..... .--Milwaukee Pope, Frank W............Racine 
Donohue, M. J............-Antigo Taylor, J. Gurney......Milwaukee 
Fazen, L. E..... weeanwcedes Thomas, William O........ Clinton 
Folsom, Wm. H.......Fonddu Lac Twohig, D. J.........Fond du Lac 
Friend, Leopold J. Beloit Webb, Enoch P.. eevee . Beaver Dam 
Gavin, S. E.........-- ond du Lac 


Election of Affiliate Fellows 
PuHysIcIAN FROM ADJACENT COUNTRY 


The Secretary presented the nomination of Dr. John A. 
MacMillan, Montreal, Canada, for Affiliate Fellowship, the 
nomination having been approved by the Judicial Council. The 
official records of the Association show that the House elected 
Dr. MacMillan to Affiliate Fellowship at its session in Chicago 
in 1948. 

On motion of Dr. C. B. Conklin, District of Columbia, 
seconded by Dr. Mather Pfeiffenberger, Illinois, and carried, 


the following norninees for Affiliate Fellowship approved by 


j the sections indicated were elected: 


NoMINATED BY SECTION ON LARYNGOLOGY, 
LOGY AND RHINOLOGY 
Largeman, Howard C., Brooklyn. 
Obst, Joseph J. Brooklyn. 


NoMINATED BY SECTION ON EXPERIMENTAL 
EDICINE AND THERAPEUTICS 
Arnow, Leslie E., Glenolden, Pa. 
Craver, Bradford N., Westfield, N. J. 
_ Gardner, Weston D., Wauwatosa, Wis. 
Schroeder, Henry A., St. Louis. 
Woodbury, Robert A., Memphis, Tenn 


NOMINATED BY SECTION ON PATHOLOGY AND PHYSIOLOGY 
Houck, C. R., Memphis, Tenn. 
Overman, Richard R., Memphis, Tenn. 


NoMINATED BY SECTION ON NeRvOUS AND MENTAL DISEASES 
Whieldon, J. A., Pasadena, Calif. 


NOMINATED BY SECTION ON PREVENTIVE AND INDUSTRIAL 
MEDICINE AND Pusitic HEALTH 


Condon, Frank J., Evanston, Ill. 
Naegele, Charles F., Staten Island, N. Y. 


Telegram from State of Texas 


Dr. Louis H. Bauer, Trustee, read the following telegram 
just received: 


House passed resolution against socialized medicine this morn- 
with only one dissenting vote. Hope for Senate action today. 


Presentation and Address of President-Elect Elmer L. 
Henderson 


Mr. Speaker and Members of the House of Delegates, Ladies 
and Gentlemen: This has been a very difficult week for me for 
more reasons than one. At noon, I slipped away and went to 
my room to get some long needed sleep and I was awakened 
a few minutes ago to be told that you had chosen me as 
your President-Elect. It is needless to say that this was a 
great awakening. I feel very humble and somewhat emotional. 
I am indeed very grateful for the confidence that you have 
expressed in me, but, more than that, I am grateful for the 
confidence that you have expressed in the Board of Trustees 
and the leadership of this great organization, for I accept 
this honor not personally but as a tribute to the Board of 
Trustees and the leadership of this organization. 

I am sure that every one of you in this room has heard us 
referred to as “The Nine Old Men.” I want to deny that. 
They are neither old nor are they reactionary. They are an 
outstanding group of sincere men attempting to do your bidding, 
and that is what we have tried to do. I have never known a 
more sincere group, and it has been a great honor and a 
great pleasure to me to have been associated with them. 

Today, American Medicine stands at the crossroads. We 
either go forward or we go backward. There is no standing 
still. If we are to endure as a free medical profession we 
must stand united and present a solid front. The people of 
the United States have the best medical service of any nation 
in the world. Yet there are those who would change that for 
political expediency as Bismarck did in 1884. Since that time, 
medical service has been on the downgrade in that country. 
Doctors of political medicine in that country became Nazis 
first and doctors second. Otherwise there could not have been 
the war crimes that we had during World War II. 

In England, the profession was divided, and today they have 
complete socialization of medicine or whatever you want to call it. 

There are some in our profession today who feel that we 
should compromise and accept compulsion or political medicine. 
This, I can never agree to. 

The medical profession has been called the first line of 
defense against the socialistic state. On us falls the responsi- 
bility to protect free enterprise and the health of the American 
people. The American Medical Association for the past 102 
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years has stood for free enterprise and for the promotion of 
the health of this great nation. Only men in a free state 
could have made the great progress that has been made in 
the health of this country, and only as long as we can live in 
a free state can we progress. 

Ladies and gentlemen, we have just begun to fight, and with 
the aid of Almighty God I pledge you a fight to the finish 
and to a successful finish. 


Election of Member of Council on Medical Service | 


The Secretary announced the report of the Tellers and 
the result of the vote on a member of the Council on Medical 
Service to succeed Dr. Elmer Hess as follows: Dr. Elmer 
Hess 93; Dr. A. A. Brindley 10, and Dr. H. G. Hamer 19. 
The Speaker declared Dr. Hess, having received the majority 
of the votes cast, elected a member of the Council on Medical 
Service to succeed himself for a term of three years. 


Expression of Appreciation 

On motion of Dr. Robert E. Schlueter, Missouri, seconded 
by Dr. George W. Kosmak, New York, and carried, the 
Speaker extended the official recognition of the House as 
follows: I feel that the House should take recognition officially 
of the efficient and very delightful manner in which the General 
Chairman of the Local Committee on Arrangements, Dr. David 
B. Allman, of New Jersey, the Atlantic County Medical Society, 
and the Medical Society of New Jersey, the local governing 
body of New Jersey, the Convention Manager, Mr. Skean, and 
particularly the hotel management of the Traymore, have 
entertained the Association. The American Medical Associa- 
tion has been coming to Atlantic City almost every other year 
so there is a sort of feeling of coming back home, but that 
should not make us forget the responsibilities that the local 
organizations have in entertaining as hosts while we are here. 

Dr. Thomas K. Lewis, New Jersey, remarked: Mr. Speaker 
and Members of the House: I have been requested by the 
Medical Society of New jersey, in behalf of the Atlantic 
County Medical Society, the management of the Convention 
Bureau of Atlantic City, and particularly the management of 
the Traymore Hotel, to express their appreciation of your 
having been guests with us during this week and to assure you 
that any time you come here in the future, there will be an 
increasing effort to make the services more efficient. You 
will return again in 1951, and while it is still a little premature, 
you have an invitation which is a standing invitation to appear 
here again in 1953. 


Presentation and Address of Vice President James 
Francis Norton 
Dr. Thomas K. Lewis, New Jersey, presented the Vice 
President, James Francis Norton, who addressed the 
House as follows: Mr. Speaker, Members of the House of 
Delegates: Just one word to tell you that I am very conscious 
of the honor that came my way today and to tell you that I 
pledge myself unreservedly behind your President, Dr. Hender- 
son, to do everything and anything that lies within my power 
to aid and abet his program and to see it to the fulfillment which 
I am sure it will attain under the leadership of his administra- 
tion. 
Announcements 
Several announcements were made including that of Dr. 
John W. Cline, California, about the 1950 Annual Session in 
San Francisco. 


Recognition of Work of Dr. Reginald Fitz 

On motion of Dr. Mather Pfeiffenberger, Illinois, seconded 
by Dr. C. B. Conklin, District of Columbia, and carried by 
a rising vote, the House officially recognized the work that 
Dr. Reginald Fitz has done for so many years on the Council 
on Medical Education and Hospitals. 

On motion of Dr. Mather Pfeiffenberger, Illinois, seconded 
by Dr. Walter E. Vest, West Virginia, and carried, the House 
adjourned sine die at 4:00 p. m. 
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Registration at the Atlantic City Session 


Registration by Days and Sections 


—_ June June June June 
7 8 9 10 


Internal Medicine................. 514 496 368 58 2,727 
Surgery, General and “Abdominal, 654 385 308 250 43 1,635 
Obstetrics and Gynecology....... 35 6190) 
and 
Pediatrics ae 12 110 £147 134 
Experimental Medicine 
and Therapeutics............... 40 12 16 12 2 82 
Pathology and Physiology...... 115 66 48 54 9 292 
Nervous and Mental Diseases.... 69 58 S44 74 82 86312 
Dermatology and Syphilology... 75 59 14 68 12 228 
Preventive and Industrial Medi- 
cine and Public Health......... 118 79 47 28 3 275 
86 67 67 59 11 290 
Orthopedic Surgery............... 60 82 68 10 
Gastro-Enterology and 
Proctology ..........5. 159 45 74 61 6 845 
255 101 91 65 18 6530 
Anesthesiology ...........-eeeeeees 60 60 61 58 23 262 
General Practice of Medicine.. 6145 362 209 226 £4968 1,565 
Diseases of the Chest............. 309 22 27 26 ee 384 
Miscellaneous Topics 
Sessions on Physical Medicine.... 50 20 27 16 4 117 
Session on 17 12 36 2B 95 
Two Sections or more............ 122 6 220 ons 2 419 
5,12 2,690 2,693 2,217 479 13,221 
Daily Registration by States 
June June June June June June 
States 5 6 7 5 9 10 Total 
Alabama.........+.. 7 22 14 6 5 1 55 
38 16 4 4 1 33 
Arh 7 vi 3 2 1 21 
73 122 81 33 22 8 339 
14 17 8 5 4 od 48 
31 ot 55 46 31 vi 254 
ae 7 14 22 32 31 5 lil 
District ape" Columbia....... 68 96 68 66 54 14 366 
46 52 34 8 8 2 150 
anes 21 26 26 20 6 99 
Idaho ewe 2 wee eve 1 3 
130 117 42 28 7 610 
20 49 13 13 2 148 
13 32 26 3 83 
8 z4 9 4 2 1 48 
16 38 20 4 2 1 81 
onisiana qT 21 16 8 1 2 55 
ine..... 5 7 6 2 eis se 20 
land. 46 8 w 1 451 
Massachusetts..........+05. 66 134 85 80 30 7 402 
70 82 65 25 7 257 
Minnesota.......... deatec P 24 39 27 18 5 oe 113 
ississippi............0e008 3 7 7 4 dee 1 22 
33 53 34 16 3 149 
ee eee 4 1 eee 1 6 
New ep haved 3 7 5 3 1 1 
New 211 211 357 426 59 1,818 
North Carolina...........+. 21 33 27 22 13 1 117 
North Dakota 4 5 2 eee ee oe 11 
16 12 13 4 1 ee 46 
5 ll 2 1 1 20 
257 438 543s B77 793 «#195 3,108 
Rhode Island............++. 13 19 18 6 2 ‘id 58 
South Carolina............. 3 16 7 3 3 éa 32 
South Dakota.............. 1 4 1 1 pda ‘ 7 
24 28 25 ll 10 1 99 
wan 48 62 29 27 1 175 
4 ll 10 2 1 28 
3 3 6 1 1 14 
14 76 49 24 18 3 184 
Washington.............+.. 5 12 12 4 33 
West Virginia............... 24 40 16 9 5 2 96 
19 25 2 15 2 2 65 
‘en 2 1 1 4 
6 5 9 1 1 1 23 
Pa 1 4 2 2 eee 9 
Philippine Islands........ 1 5 7 21 
‘ 1 5 2 2 10 
55 92 45 15 33 14 254 
2,052 3,000 2,690 2,603 2,217 479 13,221 
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THE SCIENTIFIC EXHIBIT 


The Fiftieth Anniversary of the founding of the Scientific 
Exhibit was observed at the Atlantic City Session with one of 
the most outstanding groups of exhibits in the history of the 
institution. The total number of exhibits was somewhat less 
than has been shown at an Atlantic City Session in previous 
years, but what was lacking in quantity was compensated for 
in quality. The care with which the exhibit material in the 
various booths was selected and presented, together with the 
patience and the perseverance of the numerous demonstrators, 
resulted in a most valuable contribution to graduate medical 
instruction. 

A feature of the meeting was a group of exhibits, sponsored 
by the Board of Trustees, commemorating the Fiftieth Anni- 
versary. A committee from the Indiana State Medical Asso- 
ciation, of which Dr. Thurman B. Rice was chairman, presented 
an exhibit on Dr. Frank B. Wynn, founder of the Scientific 
Exhibit, and showed some of the original pathologic specimens 
from the meeting in 1899. Another committee, headed by Dr. 
Peter A. Herbut, Philadelphia; Dr. Frank W. Konzelmann, 
Atlantic City, and Dr. William P. Belk, Philadelphia, showed 
advances in pathology during fifty years, with practical applica- 
tions of modern methods. Clinical lectures were given in con- 
junction with the exhibit in an adjacent lecture room. 

The Special Exhibit on Fractures, which has been a feature 
of the Scientific Exhibit since 1926, stressed elementary points 
in treatment based on the pathologic aspects of each type of 
fracture. The large and attentive audiences at each of the six 
booths attested to the value of this kind of instruction for the 
general practitioner. The committee, consisting of Dr. Kellogg 
Speed, Chicago, chairman; Dr. Frederick A. Jostes, St. Louis, 
and Dr. Gordon M. Morrison, Boston, was assisted by more 
than fifty demonstrators. Dr. Wilson S. Rise, Atlantic City, 
served as local chairman of the committee. Special mention 
should be made of the excellent assistance rendered by the 
Atlantic City Hospital as well as the Presbyterian Hospital, 
Chicago. 

Three exhibit symposiums were extremely popular. The 
exhibit symposium on diabetes included four carefully selected 
exhibits, with clinical lectures in a nearby lecture room, pre- 
sented under a committee of which Dr. Howard F. Root, 
Boston, was chairman. The group received special commenda- 
tion from the Committee on Awards. 

The exhibit symposium on arthritis, under the direction of 
Dr. W. Paul Holbrook, Tucson, Arizona, included twelve 
exhibits. The group received special commendation. 

The exhibit symposium on physical medicine and rehabilita- 
tion was sponsored by the Baruch Committee on Physical Medi- 
cine under a committee consisting of Dr. Frank H. Krusen, 
Rochester, Minn., chairman; Dr. Winfred Overholser, Wash- 
ington, D. C., and Dr. Howard A. Rusk, New York. There 
were fifteen booths in the group which received special com- 
mendation. The exhibits on speech rehabilitation were very 
spectacular and attracted large audiences. 

Other features included a group of nine exhibits by the 
United States Army and the United States Navy depicting the 
recent advances in medicine as applied to those two branches 
of the government. The group received special mention by the 
Committee on Awards. 

Various other miscellaneous exhibits attracted studious 
audiences. 

Motion pictures in two theaters adjoining the exhibit hall 
attracted audiences of 10,117 persons during the week. Thirty- 
four films were shown on definite schedules, each film being 
presented once each day. 

The eighteen sections of the Scientific Assembly sponsored 
groups of exhibits dealing with the various branches of medicine. 

The Section on Internal Medicine presented a group of twelve 


_ exhibits, one of which received a Certificate of Merit and one 


an Honorable Mention. The section representative was Dr. 
Thomas C. Garrett, Sarasota, Fla. 


The Section on Surgery, General and Abdominal, had eight- 
een exhibits. There were four awards, consisting of a Bronze 
Medal and three Certificates of Merit. Dr. Walter G. Maddock, 
Chicago, was the section representative. 


The Section on Obstetrics and Gynecology presented a group 
of six exhibits. The section representative was Dr. Frederick 
H. Falls, Chicago. 


The Section on Ophthalmology had eight exhibits, one of 
which received a Silver Medal and one a Certificate of Merit. 
The section exhibit committee consisted of Dr. Georgiana D. 
Theobald, Oak Park, Ill.; Dr. Edwin B. Dunphy, Boston, and 
Dr. Phillips Thygeson, San Jose, Calif. 


The Section on Laryngology, Otology and Rhinology had 
a group of five exhibits, one of which received a Gold Medal. 
Dr. James B. Costen, St. Louis, was the section representative. 


The Section on Pediatrics presented eight exhibits. Dr. 
Albert V. Stoesser, Minneapolis, was the section representative. 


The Section on Experimental Medicine and Therapeutics pre- 
sented a group of eleven exhibits. There were three awards, 
consisting of a Certificate of Merit, an Honorable Mention and 
a Special Mention. The section representative was Dr. Robert 
W. Wilkins, Boston. 


The Section on Pathology and Physiology had eleven exhibits, 
with two awards, consisting of a Certificate of Merit and an 
Honorable Mention. Dr. Alvin G. Foord, Pasadena, Calif., 
was the section representative. 


The Section on Nervous and Mental Diseases had six exhibits, 
one of which received an Honorable Mention. Dr. A. B. Baker, 
Minneapolis, was the section representative. 


The Section on Dermatology and Syphilology presented a 
group of nine exhibits. Dr. Francis W. Lynch, St. Paul, was 
the section representative. 


The Section on Preventive and Industrial Medicine and Public 
Health had a group of ten exhibits. There was one award, 
consisting of a Certificate of Merit. The section representative 
was Dr. Paul A. Davis, Akron, Ohio. 


The Section on Urology presented a group of eight exhibits. 
The section exhibit committee consisted of Dr. John H. Mor- 
rissey, New York; Dr. Roger W. Barnes, Los Angeles; Dr. 
Earl Ewert, Cambridge, Mass., and Dr. John Dees, Durham, 
N. C. 


The. Section on Orthopedic Surgery had seven exhibits. Dr. 
Tom Outland, Elizabethtown, Pa., was the section representative. 


The Section on Gastro-Enterology and Proctology presented 
a group of eight exhibits. The section representatives were 
Dr. Donovan C. Browne, New Orleans, and Dr. J. P. Nesselrod, 
Evanston, Ill. Special Mention was given to one of the exhibits. 


The Section on Radiology presented a group of nine exhibits. 
There were two awards, consisting of a Gold Medal and a 
Silver Medal. Dr. S. W. Donaldson, Ann Arbor, Mich., was 
the section representative. 


The Section on Anesthesiology had ten exhibits, one of which 
received a Certificate of Appreciation. Dr. Harold F. Bishop, 
Valhalla, N. Y., was the section representative. 


The Section on General Practice of Medicine presented a 
group of nine exhibits. The section representative was Dr. 
M. B. Casebolt, Kansas City, Mo. 


The Section on Diseases of the Chest had nine exhibits, one 
of which received a Bronze Medal. Dr. Edwin R. Levine, 
Chicago, was the section representative. 


There were 365 applications for space for exhibits at the 
Atlantic City Session, of which 210 were accepted by the Com- 
mittee on Scientific Exhibit. 
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REPORT OF THE COMMITTEE ON AWARDS 


The Committee on Awards made the following report: 


GROUP I 


(Awards in Group I are made for exhibits of individual 
investigations, which are judged on the basis of origi- 
nality and excellence of presentation.) 


The Gotp Mepat to Julius Lempert and Dorothy Wolff, 
Lempert Institute of Otology, New York, for the exhibit on 
Modern Temporal Bone Surgery. ; 


The Srttver MEDAL to Wendell G. Scott, Sherwood Moore, 
Thomas Burford and Merl J. Carson, Washington University 
School of Medicine, St. Louis, for the exhibit on Angiography 
with the Rapidograph Utilizing 9-Inch Roll Film in Diagnosis 
of Congenital Heart Disease. 


The Bronze Mepat to Orvar Swenson and Edward B. D. 
Neuhauser, Children’s Medical Center, Boston, for the exhibit 
on New Concepts of Etiology and Treatment of Hirschsprung’s 
Disease. 


Certificates of Merit, Group I, are awarded to the following 
(alphabetically arranged) : 


J. Scott Butterworth, Charles A. Poindexter, Clarence E. 
Peterson, Charles Rehnke and Arnold L. Wagner, New York 
University-Bellevue Medical Center, Post-Graduate Medical 
School, New York, for the exhibit on Visual and Auditory 
Teaching Aids in Cardiology. 

Clarence E. Gardner Jr. and Thomas Ray Broadbent, Duke 
Hospital, Durham, N. C., for the exhibit on Anomalies of 
Intestinal Rotation. 

Sidney A. Gladstone, New York Polyclinic Hospital, New 
York, for the exhibit on Sponge Biopsy—A New Method in 
Cancer Diagnosis. 

Arthur E. MacNeill, Alan Mather and William L. McLaughlin, 
Dartmouth Medical School, Hanover, N. H., for the exhibit 
on A Dialyzer of Great Adaptability. 

In addition, the following exhibits are deemed worthy of 
Honorable Mention (alphabetically arranged) : 


That of Joseph M. Hill, Sol Haberman, Allen F. Reid and 
Kenneth P, Wittstruck, William Buchanan Blood Center, Baylor 
ae. Dallas, Texas, on Physical Chemical Studies on Rh 
Antibodies. 


That of Joseph T. Roberts, University of Buffalo School of 
Medicine and Veterans Administration Hospital, Batavia, N. Y., 
on A New Blood Supply for Ischemic Hearts and the Role of 
Small Blood Vessels in the Heart and Nerves. 


GROUP II 
(Awards in Group II are made for exhibits which do 
not exemplify purely experimental studies but are 
judged on the basis of excellence of correlating facts 
and excellence of presentation.) 


The Gotp Mepat to C. A. Stevenson, R. D. Moreton and 
E. E. Seedorf, Scott and White Clinic, Temple, Texas, for the 
exhibit on The Roentgenologic Examination of the Colon— 
Special Reference to Obscure Carcinomas. 


The Sirver Mepat to A. L. Kornzweig, Home for Aged 
and Infirm Hebrews of New York City, New York, for the 
exhibit on Pathology of the Eye in Old Age. 


The Bronze Mepat to J. R. McDonald, L. B. Woolner and 
A. H. Bulbulian, Mayo Clinic, Rochester, Minn., for the exhibit 
- Tumors of the Lung—A Pathologic Study of Surgical 

sions. 


Certificates of Merit, Group II, are awarded to the following 
(alphabetically arranged) : 

John Fallon, James T. Brosnan, John Meyers and John J. 
Manning, Fallon Clinic, Worcester, Mass., for the exhibit on 
Endometriosis and the General Surgeon. 

Peter C. Kronfeld, Roy O. Riser and John T. Parker, Uni- 
versity of Illinois College of Medicine, Chicago, for the exhibit 
on Glaucomatous Excavations. 


Joseph L. Posch, Wayne University College of Medicine and 
the Detroit Receiving Hospital, Detroit, for the exhibit on the 
Care of the Injured Hand. 

O. A. Sander, Milwaukee, for the exhibit on Siderosis— 
Benign Pneumoconiosis Due to Iron Fumes and Dusts. 

In addition, the following exhibits are deemed worthy of 
Honorable Mention (alphabetically arranged) : 

That of Virginia Kneeland Frantz, Sidney C. Werner and 
Edith H. Quimby, Presbyterian Hospital and Columbia Uni- 
versity College of Physicians and Surgeons, New York, on 
Radioactive lodine—Its Use in the Diagnosis and Treatment 
of Thyroid Disease. 

That of Lewis J. Pollock, Benjamin Boshes, Herman Chor, 
Is'dore Finkelman, Meyer Brown, Alex J. Arieff, Joseph G. 
Kostrubu!a and Louis B. Newman, U. S. Veterans Administra- 
oa Hospital, Hines, Ill., on Injuries to Spinal Cord and Cauda 
2qu.na. 

CERTIFICATE OF APPRECIATION 

A Certificate of Appreciation is awarded to C. R. Stephen 
and H. M. Slater, Children’s Memorial Hospital, Montreal, 
Quebec, Canada, for their contribution on Hypobaric Pontocaine 
Sp.nal Analgesia for Children. 


SPECIAL COMMENDATIONS 
Speciz! Commendation is given to the group of exhibits on 
diabetes, as well as the clinics and conferences on diabetes by 
members of the George F. Baker Clinic and the American 
Diabetes Association which are presented in conjunction with 
~ exhibits under the chairmanship of Dr. Howard F. Root, 
oston. 


Special Commendation is given to the group of exhibits on 
arthritis which is presented in cooperation with the Arthritis 
and Rheumatism Foundation, New York. 


Special Commendation is given to the group of exhibits on 
physical medicine and rehabilitation which is sponsored by the 
Baruch Committee on Physical Medicine under the chairman- 
ship of Dr. Frank H. Krusen, Rochester, Minn. The Committee 
is impressed with the excellent demonstrations, especially those 
on speech rehabilitation. 


SUBSIDIZED EXHIBITS 

The Committee on Awards commends highly the Special 
Exhibits on Fractures and the Fiftieth Anniversary Exhibits, 
which include the Historical Exhibit and the Clinical Labora- 
tory Exhibit, as well as the clinics and conferences on laboratory 
methods. 

SPECIAL MENTION 

Special Mention is made of the historical exhibits presented 
by Richard Kovacs, Samuel Swerdlik and G. F. Frederick, New 
York Polyclinic Medical School, New York, on From Amber 
to Radar—The Evolution of Electrotherapy and Light Therapy ; 
and Curtice Rosser, Tom E. Smith and Lewis Waters, Ameri- 
can Proctologic Society, Dallas, Texas, on Fifty Years of 
Proctology. 


Special Mention is also made of the exhibits presented by the 
U. S. Army and the U. S. Navy depicting some of the recent 
advances in medicine. 

COMMENTS 


The sincere and hearty cooperation of the representatives of 
the eighteen sectisns of the Scientific Assembly is largely 
responsible for maintaining the Scientific Exhibit as a most 
important educational feature of the American Medical Associa- 
tion Convention. 


The Committee is impressed with the excellence of the motion 
pictures presented in the theaters adjacent to the Scientific 
Exhibit. 


The Committee on Awards wishes to express its deep appre- 
ciation to Dr. mas G. Hull, Director of the Scientific 
Exhibit, for his unflagging and continuous efforts for nineteen 
years in the development and success of the Scientific Exhibit. 


Respectfully submitted, 
Rocer I. Lee, Boston, Chairman. 
L. H. GarLanp, San Francisco. 
. Durry Hancock, Louisville. 
oHN E. RauscHKOLs, Cleveland. 
ERRICK ValiL, Chicago. 
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Hearings On Health Insurance 


May 25, 1949 


United States Senate, Subcommittee on Health of the 
Committee on Labor and Public Welfare 


Senator JAMES E. Murray, presiding 
Present: SENATORS Murray, Tart and DoNNELL 


Statement of Seymour E. Harris of Americans 
for Democratic Action 

Mr. Harris: I am appearing this morning on behalf of 
Americans for Democratic Action, an organization of pro- 
gressives dedicated to the achievement of freedom and economic 
security through education and democratic political action. 

Il have been on the faculties of Princeton and Harvard Universities 
since 1920 and am now professor of economics at Harvard. I am the 
author of twenty-one books, the latest, “Saving American Capitalism.” 
Related to the problems under discussion, I have written a book on the 
“Economics of Social Security” (1941—out of print); “How Shall We 
Pay for Education?” (1948); “The Market for College Graduates” (in 
press), and, in preparation, ‘‘The Economics of Medical Care.’’ These are 
all relevant to the problem. For many years I have been responsible for 
the teaching of social security at Harvard. I am the editor of the Review 
of Economics and Statistics, and in the years 1945 to 1948 was a member 
of the Executive Committee of the American Economic Association. I 
was in charge of the ADA Domestic Platform at the National ADA 
Convention of 1949. 


I shall discuss the reasons for increased interest in national 
health insurance, the costs, the relevance of restrictionism and 
pricing, and the capacity of the country inclusive of govern- 
ment to bear the burden. 

I shall not deal with significant aspects of the problem on 
which I am not particularly qualified to speak ; e.g., the effect 
of the program on incentives, on regimentation, on the relations 
of doctors and patients. For thirty years as a teacher, I have 
been subject to a kind of “regimentation,” to which doctors are 
now being asked to submit. For in education there is govern- 
ment and university responsibility for pricing. It seems to me 
that the system has worked well, and even better than if our 
rewards were determined primarily by student interest and 
choice and purely market considerations. 


I. THE PROBLEM 


In recent years, the pressure for health insurance has greatly 
increased. First, this is an age when the people look increasingly 
to the government for security. Protection against illness is 
one manifestation of the desire for security. Second, the public 
is becoming increasingly aware of the application of the i insurance 
principle ; the costs of serious illness are reduced for the popula- 
tion as a whole if they can be apportioned over the whole 
population. (“An unlucky sixth of our people ... pays in one 
year half the total sickness bills paid by everybody.”) 

Voluntary insurance makes an important contribution. In 
June 1947 the minimum medical cost for a family of four in 
thirty-four cities was $132 in Mobile; the maximum, $222 in 
Los Angeles (5 to 7 per cent of consumption outlays is the 
usual amount). Should we allow for the rise in prices since 
then, the minimum and maximum figures for a modest budget 
would be at least $140 and $240. Clearly, these expenditures 
would be an intolerable burden on the 12.8 per cent of the 
nation’s families with gross cash income of $1,000 or less, a 
severe burden on the 15.4 per cent with incomes of $1,000 to 
$2,000, and a serious burden for those (19.5 per cent) with 
incomes of $2,000 to $3,000. Yet these are the families that 
especially need medical care. 

The aging of the population is a relevant consideration. In 
1900 this country had but 3,000,000 or 4 per cent of the popu- 
lation aged 65 and over; in 1948, 11,000,000 or 7 to 8 per cent; 
by 1975, 18,000,000 or 11 per cent. I might say that by the year 
2000 the figure will be 21,000,000 or 18 per cent. Medical 
expenditures are a substantial part of all outlays by the old. As 
the population ages, the need for medical services will rise 
greatly; and particularly for those with limited resources. 

On the average, persons 65 years of age and over spend about 
four times as many days in disabling illness as the rest of the 

population. Therefore it is quite conceivable that within a 
reasonable period you will need per cent more health 
facilities to take care of the old. ' 

The inadequacy of medical service has put pressure on the 
Government to do something. This inadequacy arises in part 


from the high level of employment in recent years, in part 
from the diversions of man power to the military, in part from 
the improved standard of living which is reflected in a desire 
for more and better medical standards, in part from the failure 
of medical facilities to expand adequately and in part from the 
uneconomical organization of medicine. 

The development of programs abroad, the British program, 
the beginning of a Canadian program, the publicity given to 
the medical deficiencies of draftees—all of these have aroused 
public interest. 


The new economics of the last twenty years has gradually 
percolated to those who mold policy. This theory puts emphasis 
on the importance of finding a “corrective” for the results of 
man’s high productivity. More consumption or (and) more 
leisure is the manner of absorbing the gains of progress. In 
the last hundred and fifty years, we have raised our standard 
of living by eight to ten times and cut the hours of work from 
60-70 to 40. More and more, as we have learned to produce 
farm and factory products with less and less labor, we have 
turned to the tertiary industries (distribution, transportation, 
education, medicine, etc.) as the outlets for our released energies. 
Unless we find employment for our released workers through 
increased expenditures for services, the country will have to 
acquiesce to large amounts of unemployment (or corresponding 
rise in leisure), or to spending largely for war, or to rising 
expenditures for recreation, religion, education, health, etc. 


II. cosSTS OF MEDICAL CARE 


1. Importance—Even at the bottom of the depression, the 
Committee on the Cost of Medical Care for the American 
People estimated that outlays of $100 to $200 would be required 
for a family of five. The average family of five earning $1,500 
could not afford an outlay of 7 to 13 per cent of their income 
even though the country could afford it. Hospitalized illness 
then cost $150 per case on the average, and was a serious 
burden on the less than 10 per cent of the middle and lower 
income group thus affected in any one year. 


The prevailing methods of purchasing medical care have unsatisfactory 
consequences. They lead to unwise and undirected expenditures, to 
unequal and unpredictable financial burdens for the individual and the 
family, to neglect of health and of illness, to inadequate expenditures 
for medical care, and often to inequitable remuneration of practitioners. 
There needs to be some plan whereby the unequal and sometimes crushing 
burden of medical expenses can be distributed. 


In 1947, private disbursements on medical care and death 
expenses were $7,400,000,000 or 3% per cent of the national 
income, and 4% per cent of all consumption expenditures. 
Outlays of Government were $2,000,000,000 additional. Govern- 
ment outlays were largely for hospitals ($1,400,000,000), com- 
munity health protection ($3,600,000), medical care of the needy, 
noninstitutional ($150,000,000). 

2. Disappointing Outlays for Medical Care—In 1933, the 
public disbursed $2,400,000,000 or 6 per cent of the national 
income on medical care; in 1947 the respective expenditures 
were $7,400,000,000 or more than 3 per cent. Surely if the 
country could pay 6 per cent of its income for medical expenses 
in 1933 (4% per cent in 1929), the country can afford more 
than 3 per cent in 1947-1948. In an advancing society, the 
country is supposed to spend an increasing percentage of its 
income on services. That we have failed to follow this pattern 
in medicine is explicable in part by the unavailability of facilities, 
in part by the unequal distribution of services, in part by the 
methods of finance. What is required is more help for the 
poor and an insurance program which covers everybody. 


III. THE RELEVANCE OF RESTRICTIONISM 


1. The Need of More Services——Once the government sub- 
sidizes low income groups adequately and through insurance 
assures larger disbursements for medical care, then the pressure 
on medical facilities will rise. This will result in part because 
much needed medical care will now be demanded and in part 

ause once the expenses are pooled, there is a tendency to be 
wasteful of use of medical facilities. 

(a) The response of trained personnel is a slow process. It 
has been altogether too slow in the professional medical field. 
Vigorous —— is required to increase the personnel. By 
the way, the response of all engaged in medical and health 
services (i909 to 1947) has been much more satisfactory than 
that of doctors. The total number engaged in industry rose by 
27 per cent; the numbers engaged in medical and health services 
by 36 per cent; the rise of physicians and surgeons about 10 

r cent. I might say that from 1933 to 1947 the figure was 

per cent. 
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(b) It follows that any rise of outlays in the short run will 
merely increase the rewards of those already entrenched in 
the industry or profession (as has largely happened since 1932), 
unless vigorous measures are taken to improve the organiza- 
tion and make more effective use of trained personnel and 
physical facilities. For this reason, it would be wise to expand 
outlays slowly—perhaps $1,000,000,000 to $2,000,000,000 annually’ 
in the first five years; and then $2,000,000,000 to $4,000,000,000 
in the next five years. Beyond five and ten years, we may 
expect large expansion of facilities and the possibility of much 
larger outlays. 

(c) Much better use could be made of existing persormel and 
facilities, thus assuring a rise in services corresponding to the 
suggested increase in outlays. Furthermore, the tramuing of 
subsidiary personnel could be accelerated much more quickly 
and with more immediate results than that of the doctor or 
dentist. The country would profit from better organization of 
medicine inclusive of up-grading of the work of technicians, 
thus conserving the doctors’ or dentists’ time for the work 
requiring high skills) Why should my dentist clean my teeth, 
or my doctor get information from me which a good stenographer 
could obtain. 

(d) The American Medical Association figures on the rise in 
the cost of medical services quoted elsewhere in this statement 
are of some significance. The increase in unit costs of services 
of doctors of all kinds is 36 per cent; but since the average 
doctor receives at least 100 per cent more than from 1935 to 
1939, this suggests that he does on the average 50 per cent 
more business. 

Senator Tart: Where does that figure come from? 

Mr. Harris: Senator Taft, that figure comes from the 
Survey of Current Business, the total expenditures on con- 
sumption, which are itemized by different kinds of medical 
expenditures. In July 1948, these figures were itemized and 
the increase is more than 100 per cent. 

SENATOR Tart: You mean paid to each doctor, to all doctors? 


Mr. Harris: Each doctor. We have a total figure and also 
the number of doctors. 


Senator Tart: That is taking the total sum and dividing 
it by the number of doctors? 

Mr. Harris: That is right. It might also suggest that he 
has 50 per cent more callers, more operations, etc., but is 
harassed sufficiently so that the quality per unit is less satis- 
factory than before the war. Then his charge is up by much 
more than 36 per cent for identical service. Incidentally, the 
increase in hospital charges by 112 per cent also points to an 
increase in charges by doctors of more than 36 per cent. 

I have a few figures which I put together since having this 
paper mimeographed. I have taken figures from 1900 to 1960. 
The population from 1900 to 1960 will have increased by two 
thirds, the national income by ten times, the real income by 
five times, the number of old by four times, the number of 
doctors by one half. It seems to me that this country, in view 
of these figures and in view of the possibility of getting a 
better distribution of medical facilities, this country could easily 
afford and make good use of 400,000 doctors as against an 
estimated supply in 1960 of 210,000 or 220,000. The expansion 
of medical facilities has been disappointing. 

2. Past Growth Disappointing.—It is, however, important to 
provide additional doctors, dentists and facilities. In the past 
the expansion of medical facilities has been disappointing. For 
about forty years the enrolment (around 20,000) and the output 
of graduates (about 5,000) in medical schools has remained 
roughly unchanged. Yet in this period the population has 
increased by more than two thirds, the money national income 
by ten times, and the national income in stable dollars by about 
five times. Indeed, the stabilization of enrolment has partly been 
a process of raising standards, but there are also signs of 
restrictionism, of protecting the interests of the present mem- 
bers of the trade union. 

The response of doctors has been disappointing in relation 
to other professions also. In 1870, about 1 in every 6 college 
graduates became a physician; in 1946, the proportion was 1 
to 186. From 1870 to 1940, the percentage of physicians to 
population remained unchanged at 0.13 per cent; of dentists the 
rise was from 0.02 to 0.06, and the proportion of engineers 
doubled from 1910 to 1940, whilst that of physicians declined 
from 0.16 to 0.13. From 1910 to 1940 the number of physicians 
rose by but 13 per cent although population increased by 43 
per cent and real income per capita by 21 per cent. From 1933 
to 1946, medical expenditures rose by 200 per cent, but the 
accompanying expansion of practitioners was less than 5 per cent. 
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It is no wonder that Medical Economics can report gross | 
incomes of $17,000 for physicians in a recent year (net incomes 
are substantially less), or that the National Bureau of Economic 
Research finds that independent medical practitioners earn from 

to 180 per cent in excess of what can be explained by 
additional costs of training. In the years 1933 to 1946, the rise 
of outlays per physician was more than 150 per cent as com- 
pared with an increase in the cost of living of but 70 per cent. 
Teachers have encountered great difficulties in obtaining a rise 
in their incomes equal to that in prices. College professors 
average a rise since 1939 of about 25 to 30 per cent as compared 
with one of about 100 per cent for physicians. A failure to 
expand medical training with the growth of population and 
income has resulted in disproportionate gains for those fortunate 
enough to obtain licenses, in containing total outlays. 

That means on the average the average doctor has improved 
his real standard of living from 1939 by something on the order 
of 25 or 30 per cent, while the average professor has reduced 
his by 25 or 30 per cent. 

SENATOR Murray: How do you explain the failure to expand 
training of doctors during this period? 

Mr. Harris: There has been a serious shortage of medical. 
schools, and I think in the past there was a great dependence 
on philanthropic resources. 

Senator MurRAY: Has there been any effort on the part 
of the American Medical Association or other organizations to 
try to bring about an expansion of educational institutions for 


medical training ? 


Mr. Harris: It has been disappointing to me. The American 
Medical Association is a well organized group, and they certainly 
make their influence felt in these matters. Perhaps I am some- 
what ignorant of the situation, but I am unaware of any really 
significant effort made by the American Medical Association to 
get more medical schools and the corresponding amount of 
hospital training facilities for those medical schools. 

SENATOR Murray: I remember what a great scarcity of 
doctors there was in the country when we were preparing to 
enter into the late war, and hearings were held here, and there 
was testimony to the effect that it was going to be a difficult 
thing to get the doctors necessary to take part in the war; yet 
nothing has been done since that time to try to bring about an 
expansion of training for the medical profession. 

Mr. Harris: I agree with that absolutely. 


SENATOR Tart: That is largely due to the great cost of 
teaching doctors, is it not? 


Mr. Harris: That is true. 
Senator Tarr: Is not that the primary reason? 


Mr. Harris: It costs $2,500, it is said by medical scnools, 
to turn out a doctor, $2,500 per year to train them. The student 
generally pays about $500 on the average. That means you 
require a subsidy of $2,000. That is not very serious in a way 
because the medical schools at the present time, as I understand 
it, pay out about $50,000,000 a year for training, so that if 
you could double that amount, you could increase the total 
output per year by 5,000. I think in the long run that would 
give you an adequate supply of doctors. 

SENATOR Tart: Also you would increase the equipment and 
the buildings and possibly hospitals even to go with the new 
medical schools. 

Mr. Harris: That is right, Senator Taft, and I gather some 
provision in your own bill would help achieve that. 

Senator Tart: I am on the Board of Yale University, and 
the medical school is, of course, a constant drag on the general 
funds of the University. We have no endowment anything like 
sufficient to make this up. I think our tuition is higher than 
$500. I think it is $700, but that still makes around $1,800 
per year per student, and there is no great imducement to 
increase the facilities to get more students to lose more money. 

Mr. Harris: That is quite true, and the philanthropic money 
is not coming in the way it used to. 

SenATOR Murray: Yet the polls show there is a greater 
and greater desire on the part of young people to enter the 
profession. 

Mr. Harris: Oh, yes. As a matter of fact, I understand 
from some surveys made in New York state by the state 
commissioner of education that there are about three times as 
many people willing and able to go to medical schools and 
college as can actually be admitted. 

SENATOR Murray: This is a serious defect in our economic 
system, because as you point out, our economy is developing to! 
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that state where more and more persons have to go into services 
and we are failing to provide opportunities along that line. 

Mr. Harris: Yes, sir. 

SENATOR Murray: And this profession is the profession 
that should be expanded more than any other. 

Mr. Harris: Yes, sir, I agree with that. 

SENATOR DonNELL: Professor, on page 7 of your statement 
you say: “It is no wonder that Medical Economics can report 
gross incomes of $17,000 for physicians in a recent year (net 
incomes = J tom less).” Do you mean that is the 

reported average gross income of all doctors in the United 
States, $17,000 per year? 

Mr. Harris: The arithmetic mean. 

SENATOR DonNELL: Does that mean if you take all the 
doctors in the United States, re A ys of them, that the average 
gross income of all those is $17, 

Mr. Harris: Yes, sir. 


SENATOR DONNELE: What is the date of the isstre of Medical 
Economics? 


Mr. Harrrs: I can send it to you. 

SENATOR DoNNELL: Do you remember how many of these 
doctors were over $17,000 and how many were under ? 

Mr. Harris: There was one who earned $186,000. That was 
the peak pay. 
SENATOR DoNNELL: 
the computation? 
Mr. Harris: Yes, sir. 


SENATOR DoNNELL: You do not mean to say that in the 
average community, we will say a town of 20,000 such as in 

my home state, for instance, that the doctors there on the 
average are making $17,000 a year gross? 

Mr. Harris: I would say probably the doctors in the rural 
and small towns are making substantially less than $17,000. 

SENATOR Murray: In many places they do not make more 
than $2,000 or $3,000; is that right? 

Mr. Harris: I am sure of that, and it means in the big cities 
they frequently make much more. 

SENATOR Tart: Have you the figures on the relative number 
of doctors in the United States per person as compared to other 
countries ? 

Mr. Harris: I have had those. On the whole, the United 
States has the largest number in relation to c<" of any 
important country. I think we average about 1 to 750 in the 
population. In the Scandinavian countries it is 1 to 2,000. In 
China it is much less. 

Senator Tart: If there is a lack of doctors in the United 
States, then there is a much worse lack of doctors in every 
other country in the world; is that correct? 

Mr. Harris: Yes, sir, I would agree. 


3. The Problem of Pricing—My object is not to belittle the 
important service contributed by the medical profession. They 
have worked hard, put in many more hours and carried a 
tremendous responsibility in the last fifteen years. According to 
figures released by the American Medical Association the charge 
for physicians’ services (general, surgeon, specialist) was up 
by but 36 per cent in 1948 as compared with a rise in the 
consumers’ price index of 71 per cent. This indeed shows 
restraint on the part of the medical profession. But undoubtedly 
physicians have had to reduce demand on their services by 
raising prices; and even these figures may understate the rise, 
for allowance must be made for increased collections. A dis- 
turbing element in the medical picture is the rise of hospital 
rates by 112 per cent from 193%. 1939 to 1948. This is a rise 
beyond that of prices in general. It underlines a point that is 
important ; namely, that physicians and dentists account for but 
one third ‘of medical expenditures; and any reduction in costs 
and prices must extend to drugs (with the highest advertising 
costs in any industry), hospitals, etc. 

The real issue is one of pricing and service. An improved 
method of financing will make it possible to employ more 
doctors and dentists. What is required is more busimess and 
lower fees per visit. 

4. The Market for Doctors and the Problem of Outlets for 
the Educated.—At the present time the country has about 200,000 
doctors. This country should be able to support 400,000 doctors 
at our income levels—in part through making more funds avail- 
able and in part through a reduction of prices charged. 

It is important that the country find an outlet for mereased 
numbers of physicians, dentists and other trained medical per- 
sonnel for another reason. By 1968 this country will have from 


So those very large ones entered into 
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10,000,000 to 15,000,000 college graduates as compared with 
3,000,000 in 1940 and 4,500,000 in 1948. We are heading toward 
a college graduate population of 30,000,000, 25 per cent of our 
adult population. An outlet must be found for these graduates 
commensurate with their abilities and training. Medicine offers 
one possible outlet. In 1940 medicine accounted for about 8 
per cent and in 1947-1948, 7 per cent of the living college grad- 
uates. Should the proportion of doctors and dentists to living 
college graduates remain unchanged from 1940 to 1968, there 
would be from 1,200,000 to 1,600,000 doctors, dentists, etc. 
Obviously, the country could not support medical men and 
women in such large numbers. But it would do well to support 
as many as it can afford. 

Senator TAFT: That suggests that the whole thesis is 
wrong. After all, we are educating more people in college on 
the theory that all our businessmen and everybody else ought 
to have a college education. There was a time when everybody 
went to college only if they were going into a profession, but 
the purpose of increasing college graduates is to have a college 
education for everybody, whether they are in the professions 
or not; so I do not see the relation between the number of 
college’ graduates and the number of tors. 

Mr. Harris: You have a problem now which, of course, 
has been a great problem in Europe, the problem of the pro- 
letariat of the Ph Ph.D. You turn out an intellectual who expects 
a certain kind of job. As a matter of fact, you have available 
in this country roughly 5,000,000 to 6,000,000 high class jobs 
which a college graduate would like to have. Half of those are 
in the professions and half are in business. 

When yam = confronted with 15,000, og college graduates 
seeking 6,000,000 jobs they would like to have and who will 
be frustrated if they do not get these 6,000,000 jobs, then you 
are encountering a bad situation. 

SENATOR TAFT: You had better not have so many people 
going to college. I thought the theory was that everybody should 
go to college, every mechanic and everybody else should have 
a college education. I do not see why they should be frustrated 
if they cannot get a’certain kind of job. 

Mr. Harris: I have been teaching for thirty years, and my 
impression is from talking to these students that they go to 
college because they want a high class job. 

SENATOR TAFT: Everybody in the country cannot have a high 
class job, You have got to have 60,000,000 people working, and 
they have to cover the whole field of ail the jobs you have. 

Mr. Harris: Here is one solution. It is to find as many 
high class jobs as you can. Do not let the American Medical 
Association or anybody else restrict the number of jobs. 

Senator TaFT: I agree as to the lack of restriction. Eve 
body who wants to go imto it should go into it if he can oat. 
I agree on that. 

Mr. Harris: The second solution is: Do not go in just to 
get jobs. It is the job of the government and the universities 
to tell students that this is the market situation and your chances 
are thus and so. That is, to get these jobs. 

SENATOR Murray: I often run into a taxi driver who tells 
me he is a graduate of some university with a degree. 

Senator Tart: Do you find him frustrated? 

Senator Murray: He is apparently satisfiéd with the 
situation. 

Mr. Harris: Senator Taft, you know there was a study 
made of the members of the House of Representatives of the 
Nazi party and their study showed conclusively that there was 

a disproportionate number of well educated members and a 
y Ar ates number of intellectuals who had failed to receive 
the kind of job they would have liked to have had. 

Senator Murray: I remember in the depression years a 
situation in Montana where the professional men were having 
a difficult time making a living, and they were complaining 
about it, and one of the miners out there said to this doctor or 
this lawyer, “Why don’t you go and get a job?” He said, “What 
can I do? I haven't got any education.” 

Mr. Harris: Well, Senator Taft, you know at Yale Dean 
Clark suggested restrictionist measures in the depression with 
regard to the law profession. 

Senator Tart: There are times when the average lawyer got 
a very low income in 

Mr. Harris: That is y= Even today the applications 
accepted in New York Medical College are but one third of 
the total applying. We could easily support ogee in the 
medical and health area as compared with 1,000,000 toda 

5. The Prospects for More Doctors.—Both in fei of the 
desire of potential doctors to enter the medical profession and 
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in terms of needs, there is a great unfilled demand for medical 
services. Thus in 1939-1940, 38.5 per cent of the males received 
medical care when ill; for disabling illness which confined to 
bed the proportion was only 70.3 per cent. 

Under health insurance, it will be possible to obtain increased 
services by improved organization. Nevertheless, at the outset, 
it will be necessary to limit the services available. In the longer 
run, there will be an increase in the number of hospitals, medical 
students and doctors. Even if within five to ten years we could 
raise the annual output of physicians from 5,000 to 10,000, it 
would still require at least a generation before we had increased 
the number of physicians to 400,000. According to The Nation’s 
Health, the country will have to take vigorous measures to raise 
the total of physicians by 1960 to 227,000—12,000 in excess of 
the numbers needed—and dentists to 95,000—5,000 in excess of 
expected numbers. It is clear that it will be at least forty years 
before we could have 400,000 physicians. Even the Ewing pro- 
gram will require a rise from $15,000,000 for man power 
training in 1947 to $127,000,000 in 1960. 


IV. CAN WE AFFORD IT? 


A national health insurance program involves for the most 
part a conversion of payments for medical services from private 
to public sources. In this sense they are not additional. They 
will involve, of course, a redistribution of services. To some 
extent, the Administration program also calls for additional 
outlay. That is besides the insurance program. 

1. Who Pays? The financing of the program is likely to be 
largely by payroll taxes, and secondarily from general taxes, 
although I gather the Administration suggests $4,200,000,000 
to be payroll taxes and one third additional through general 
taxes. So far as the financing is by payroll taxes, the costs 
will be largely borne by the workers. It is the accepted theory 
of classic economics that a payroll tax, whether paid by 
workers or employers, is ultimately borne by the worker. His 
pay is determined by what he produces: he now receives part 
in wages and part in social security benefits. The workers will 
also bear some part of the general tax burden. Hence the 
financial burden on the general taxpayer should not rise greatly. 
Incidentally, the British Chancellor ct the Exchequer, Sir Staf- 
ford Cripps, in introducing his last budget speech said that 
the taxpayer would have to pay for the additional costs of 
the social security program, and that a large part of the burden 
now rests on the recipients of the benefits. 

2. Relation to the Budget—Much is made of the fact that 
with a ,000,000,000 budget, with commitments to veterans, 

ublic debt payments, international aid and the military of 
$30,000,000,000, the country cannot afford to expand its social 
services, however meritorious the programs are. 

But this is not a decisive argument. First because it might 
be possible to finance worth while new expenditures by elim- 
inating some present wasteful government expenditures. The 
President estimated total expenditures for social welfare, health, 
education and housing for fiscal year 1950 at but $3,200,000,000, 
and the additions for 1950 under proposed legislation at only 

,000,000, out of $6,200,000,000 proposed under new legislation. 

Second, the possibility of depression conditions underlines the 
need for this program. The current situation, and notably the 
decline in output, the rise of unemployment, the reduction of 
investment inclusive of inventories (little more than 1,000,000 
auto batteries were released by manufacturers in two months, 
February and March 1949, for 40,000,000 cars), the failure of 
recovery in April, all suggest a recession in 1949—and one that 
might snowball unless strong measures are taken. The correct 

licy seems to me to be a reduction in excise taxes and a rise 
in expenditures. It is indeed true, as Senator Douglas says, 
that we must not deploy our reserves too early; but also we 
must not allow a break-through which might cause substantial 
damage. The danger of a small depression is that it easily 
snowballs into a larger one. 

I mention this battery example just as an illustration of 
what businessmen are doing. It indicates a tendency to disinvest. 

Third, it is well to emphasize that these are transfer 
expenditures. What one pays out another (generally the same 
person) receives. They largely mean using resources that would 
otherwise be used anyway. But to some extent they mean 
discouraging excessive savings and therefore stimulating total 
spending. When you are protected against the vicissitudes of 
illness, you save less. 

ourth, the charge on the national income is large but easily 
bearable. A tax bill of $40,000,000,000 seems large, but only 
000,000,000 are direct taxes that are relevant for the net 
national income. In a period in which national income rose by 
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$180,000,000,000, direct taxes rose by but $20,000,000,000 and the 
debt charge by but $4,500,000,000. 

SENATOR Murray: What happens in that situation? Too 
large an amount of income being stored away? 

Mr. Harris: You mean in case you do not provide for 
health insurance? I think there is a tendency for people to 
save too much. In other words, if you are protected, if you 
agree to my general thesis that in a normal peacetime economy 
with the population not growing too rapidly, there is a danger 
of oversaving. Then the difficulty is that people are encouraged 
to save by virtue of the fact that they are afraid of illness. 

If their illness is taken care of by the government, that will 
to some extent discourage excessive saving. 

SENATOR DONNELL: You think it is dangerous to have 
saving beyond a certain amount? 

Mr. Harris: Yes, sir, it depends on the conditions. In the 
nineteenth century we needed saving badly. The British need 
it now. Our economy does not. We invested in business equip- 
ment and plant in the three years, 1946, 1947 and 1948 at such 
a rate that in ten years we could have had a completely new 
plant for business. You cannot go on investing at the rate which 
was in effect in 1946, 1947 and 1948, and that simply means you 
cannot go on saving at that rate. 

SENATOR DoNNELL: Do you not think it is a pretty good 
general policy for the individual to lay aside quite a substantial 
amount for a rainy day in the future? 

Mr. Harris: That is one of the great difficulties, and it is 
unfortunate. There is a conflict, in my opinion, between’ the 
interest of the individual—and I myself act in an antisocial way 
because I do save, but at the same time I do have bad dreams 
about the fact that I save because in saving I do something 
that is antisocial in the sense that we have too much savings. 

SENATOR DoNNELL: You think that although you save and 
try to lay up something for yourself for a rainy day, you are 
committing a social inequity and a social injustice by saving 
for yourself and your family? 

Mr. Harris: My view is it is antisocial for me to save too 
much. 

SENATOR DoNNELL: What is too much? I do not mean 
personally, but how would you decide how much is too much 
for a person to save? 

Mr. Harris: This is all a rough estimate, but I will put 
it this way: In 1948 this country was investing $40,000,000,000 
I say that is too much because we cannot maintain it, and it 
is bound to bring a depression. 

I would say if the country were saving $20,000,000,000 of it 
and I were doing my share, I would not be saving too much. 
If you make $20,000,000,000 available for plant, you are recon- 
ciling your behavior with society. But if your behavior is such 
as to make the figure $40,000,000,000, you are acting in an anti- 
social way. 

SENATOR DoONNELL: You should spend your income liber- 
aly 

Mr. Harris: Yes, sir. 

SenNaToR Murray: What you are saying applies more to 
business and industry than to individuals, does it not? As I 
understand it, during the last ten years the corporations of this 
country have been earning so much that they have been able 
to set aside for their treasuries such enormous amounts that 
they do not have to go any more to the banks to borrow money 
to expand plant or enter into new fields. 

Mr. Harris: Yes, sir. 

SENATOR Murray: You think that that tremendous saving 
and setting aside in industry is not a good thing? 

Mr. Harris: Well, you know, Senator Murray, the argu- 
ments, and I did testify on the profit hearings, and an argument 
was used a good deal that business needed profits and the only 
way to get capital was to get it through profits. I argued that 
that is not a valid argument, although it is pei ctly true you 
have to have large profits to have adequate savings, but we 
have come to the point where profits were too high savings 
were too high. in other words, with business spending all 
that money in these three years, they are getting to the point 
where they would not find any outlets for their savings. 

SENATOR DONNELL: Professor, it is certainly a decided 
departure from all of the traditional ideas, that saving may be 
excessive as applied to the individual. 

I mean to say with the exception of a miserly saving in the 
case of a man who never spends anything and lives in grime 
and dirt and disease in order to save money, there may 
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evil there, but I am talking about the normal saving that you 
as the head of a family would want to make for yourself and 
your children and your wife and to have something in your 
old age to provide against eventualities, I say it is a very 
striking change from the principles of a hundred and fifty years 
or more in this country to advocate that people better not 
adopt that policy of saving to the extent previously considered. 
Do you agree with that? 

Mr. Harris: I am afraid I do not. 

SENATOR DoNNELL: It is a shock? 

Mr. Harris: Yes, sir, but I still maintain my position. 

SENATOR Donnett.: I do not want to interrupt you except to 
make this clear. What I was trying to get at is: You do agree 
that the doctrine you are advocating here this morning is a 
shocking doctrine as compared with the previous conception in 
our country? Do you agree w:th that? 

Mr. Harris: I would not say it that way. It seems shocking 
when presented in that way, but one should not withhold a 
statement merely because it may shock people if the person 
who makes it thinks it is correct. 

In its drain of resources, the government still accounts for 
one eighth of the total output just as it did in 1933. It is well 
to compare the $40,600,000,000 of income in 1932 and the $225,- 

€09,000 in 1948 and consider the important contributions of 
the rise of government spending. 

From a long run viewpoint, it is imperative to increase the 
outlays on medicine. This is an important outlet for spen ding ; 
and untess means are found to cut savings and increase sped- 
ing, there are serious dangers of deficieucy of demand, wasted 
resources and unemployment. 

SENATOR DoNnNELL: I would like to have noted that the 
Professor says that unless means are found to cut savings and 
increzse spending, there are serious dangers of deficiency of 
demand, wasted resources, and unemployment. 

Mr. Harris: Yes, sir. 

Senator Murray: We could save ourselves into a depression 
very easily? 

Mr. Harris: Yes, sir. 

SENATOR Murray: And that is beginning to appear at the 
present time? 


Mr. Harris: Yes, sir. 


SENATOR DoNNELL: You think that generally | speaking the 
people in this country are too saving at this time? 

Mr. Harris: Yes, sir, I am inclined to think so. Senator 
Donnell, may I say thjs: We would have had a depression a 
long time ago had it not been for the war and the wartime 
expenditures. That is the spending that has kept us out of a 
depression. 

That is one of the penalties you pay for being too rich, 
because as you become rich, you save. A man with a $10,000 
income saves more than a man with $2,000 income. As I say, 
the only other alternative is large outlays for war. And should 
World War III come, we shall not be sorry for increased 
medical facilities. 

Those who say we cannot afford these outlays should compare 
the British budget. Their taxes account for 40 per cent of 
their income, ours but 25 per cent; their defense expenditures 
7% per cent of their income, ours 6% per cent; their social 
services require $3,400,000,000 or 8% per cent of their income 
($5,400,000,000 or 13% per cent inclusive of food subsidies) and 
ours only $7,000,000,000 or 4 per cent of our income. Yet the 
British per capita income is $800, ours $1,600. And despite these 
heavy charges, the British have made a truly remarkable 
recovery. 

SENATOR DoNNELL: Somewhat assisted by America in that 
recovery; is that right? 

Mr. Harris: Yes, sir, but still they have done a remark- 
abie job if you consider the fact that they are producing more 
than they did in 1939, having lost the equivalent of two years’ 
income as a result of war damage, and have virtually wiped 
out their deficit in the balance of payments, I think they have 
done a wonderful job. 


I agree it is shocking. 


V. COMMENTS ON PROPOSED LEGISLATION 

The Senate has under consideration three bills: 1. The 
National Health and Insurance Bill (S. 1679; H.R. 4312, 4313) 
is a comprehensive health program. This is the Administration 
bill. 2. The Voluntary Health Bill (S. 1456) sponsored by 
Senator Hill and others. 3. The National Health Bill (S. 1581) 
sponsored by Senator Taft and, I believe, Senator Donnell, and 
others 
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Senator DonneELL: Also Senator Smith. 

Mr. Harris: Yes. I compare these bills below. 

1. Comprehensiveness—The Administration bill (S.. 1679) is 
much to be preferred on these grounds, for it not only offers 
wide coverage, but it also deals adequately with additional 
training facilities, rise of personnel, hospitals, aid to rural areas, 
preventive measures, public health and research. The Taft 
bill also makes some provision for improving health services, 
liberalizing the Hospital Survey and Construction Act, and 
increasing man power. 

I read the Taft bill after I wrote this. I must say it does 
make important contributions, although my preference is for 
the Administration bill. 

2. Coverage and Costs—The Administration bill (S. 1679) 
provides coverage for about 85 per cent of the population, inclu- 
sive of the employed, self employed and their dependents, 
beneficiaries under old age insurance and provides aid for 
others short of resources through governmental participation. 
The Taft bill proposes help for the indigent. 

It is not clear how many would be covered under the Taft 
bill, but an ultimate appropriation of $300,000,000 is suggested. 
Inclusive of state participation, this might cover 10,000,000 to 
12,000,C00 persons. In 1947, there were 13 per cent (17,000,000) 
of the population with incomes less than $1,000, and 31 per cent 
(44,000,090) with incomes of less than $2,000. At the time the 
cost of a modest budget for a family of four was estimated 
at around $3,300. It would be no exaggeration to assume that 
the costs of the Taft program for subsidies to the poor alone 
would be $2,000,000,000. Of course, the appropriation is not 
anywhere near that large. (All those with incomes less than 
$2,000 might receive help.) Actually in 1939 the American 
Medical Association estimated that families with incomes under 
$3,000 could not afford a serious illness. This is the equivalent 
of $5,000 today and, therefore, the American Medical Association 
estimate suggests help for 80 per cent of all families. The Hill 
program provides help for those who cannot afford to join 
voluntary agencies. Perhaps thé costs would equal those of the 
Taft program. The Administration program would, however, 
according to an estimate of the Social Security Board recon- 
sidered by Soule, cost little more than $1,000,000,000 over 
current outlays for the services offered under the Administration 
bill. S. 1679 would have the advantage of making the resources 
available on an insurance principle to virtually the whole 
population. This would be especially important for the 80 per 
cent of the families with incomes of less than $5,000 

3. Who Should Benefit?—The major issue between the 
Administration bill on the one hand and the Taft and Hill bills 
on the other is that of coverage and the insurance versus the 
charity principle. It has been a cornerstone of social security 
in this country that the beneficiaries contribute and receive 
benefits as a right. It is their fund that finances the benefits. 
It has also been a fundamental principle that coverage should 
be as complete as is administratively possible. The Administra- 
tion is dealing with this problem in other parts of the Social 
Security Program. The Taft and Hill bills mark an important 
departure from social security as an insurance program, to social 
security as a handout. Indeed, the Taft and Hill proposals 
would concentrate their help on those who need it most, the 
indigent. But in so doing they deprive the vast part of the 
popu'ation of the benefits of a national health insurance. 

SENATOR Murray: If that system were to be expanded and 
put into effect, do you not think it would gradually result in 
the expansion of that into a total program for the whole 
country ? 

Mr. Harris: You mean the Taft bill? 

SENATOR Murray: Yes, sir. 


Mr. Harris: Yes, sir. I think the tendency would be to 
extend help much further than the appropriation suggested on 
the bill would make possible. 

SENATOR Murray: Yes. 


Mr. Harris: 4. Control.—These bills also raise some ques- 
tions concerning control. The control should rest largely with 
the public, that is the consumers, not with the organized medical 
profession. No one has yet suggested that the teachers should 
control the educational system, and bankers are not supposed 
to control our monetary machine. Nor, for that matter, are 
the public utility people supposed to control their own rates. 
Indeed the medical profession should play an important part in 
all technical matters and even in general administration. 

5. In General.—Even the Administration bill might be con- 
sidered only a beginning. It will be a long time before the 
country has the medical personnel, hospitals and other facilities 
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that this country can afford. Total expenditures for medical 
care, both private and public, are today less than $10,000,000,000, 
or about 4 per cent of the national income. We can certainly 
look forward, if we are spared a major war and experience 
good management, to a national income of $300,000,000,000 by 
1965. (That is a rate of growth less than normal.) With an 
income of $300,090,000,000, this country could afford to spend 
at least 6 per cent of its income for medical care, and offer a 
large outlet for our surplus energies. But we shall spend 
wisely only if we train personnel vigorously, and improve our 
financing methods. 

Summary.—1l. The Administration bill is much to be preferred 
to the Taft and Hill bills. For it offers close to complete 
coverage, deals adequately with the crucial problem of expansion 
of facilities and personnel and proposes much needed organ- 
izational improvement. The control rests, moreover, with the 
public, not with those who sell the services. As in education 
where the control is not by the teachers, so in medicine the 
control should not be with the sellers of the services. 

2. The crucial issue is whether we are to have or 
under which the 80 per cent with incomes of less than $5,000 
are to be protected against the accidents of sickness by a con- 
tributory insurance plan or whether (as under the Taft and 
Hill bills) the money is to be spent on a charitable basis for 
the benefit of those who claim need. Our social security program 
rests on the self-respecting principle that those who contribute 
receive benefits as a right. 

3. In the past, the training of doctors and dentists has been 
inadequate. The medical schools have been turning out about 
5,000 graduates per year over a period during which our 
population almost doubled and our money national income 
rose by ten times and the income in goods by five times. In 
fact, as a result of the small increase in practitioners, the 
country spent a much smaller proportion of its income on 
medicine in 1948 than in 1929 or 1933 

SENATOR Murray: That is notwithstanding the fact that 
medical fees have been greatly increased? 

Mr. Harris: Yes, sir, they have. 

SENATOR Murray: So that there is a lack of real medical 
care: 

Mr. Harris: Yes, sir. A further result is large windfall 
gains for those in this profession. Over a recent period of 
seventeen to eighteen years, the income of physicians was up 
about 150 per cent and the rise in numbers but 5 per cent. 
The charge per unit of services since 1935-1939 is up by about 
35 per cent; and the amount of business has greatly expanded. 
It is imperative to increase the facilities and personnel and to 
improve organization. This the Administration proposes to do. 

4. Both from the immediate and long run economic prospects, 
it is imperative that the public spend more on services, and 
especially worth while services. In this manner, the energies 
released by increased productivity will be absorbed. The alterna- 
tives are wastage in war or in unemployment. This country 
can afford to increase total expenditures on medicine and health 
by $2,000,000 that is, from $10,000,000,000 to $12,000,000, 
000 in one to five years and from $12,000,000,000 to $14,000,- 
000 in five to ten years. 

5. It is also necessary to find cutlets for the 10,000,000 to 
15,000,000 college graduates we expect by Medicine and 
health now offers employment to 1,000,000; it might well 
increase the market for college graduates by 500,000 and thus 
make an important contribution toward solving one of the most 
important political and sociologic problems facing the country. 

6. What we ask is more total income for medicine; better 
distribution of services; a diversion of expenditures and employ- 
ment into this important service area. This is partly a medical 
problem and particularly one of organization; but it is also 
part of the great economic problem of finding ways to keep 
our economic machine from collapsing because of its highly 
productive efficiency. 


SENATOR Murray: This program advocated by the Admin- 
istration would result in a great increase in the income of the 
medical profession ? 

Mr. Harris: Yes, sir, I am sure it would. 

Senator Murray: And it would distribute the profession 
around the country to places where the people are not ade- 
quately served at the present time? 

Mr. Harris: Yes, sir. 

SENATOR Murray: So you do not find in this bill anything 
designed to injure the medical profession? 

Mr. Harris: No, sir, I do not. I find it a little difficult to 
understand the opposition of the medical profession. I think in 
general—before [| came over here [ read the last series of 
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articles in the Saturday Evening Post on medical economics, 
and this gentleman on the whole does not like this program, 
but he does say the American Medical Association is to be 
criticized for having been altogether too inflexible on those 
matters in the past. 

* * 


SENATOR DONNELL: You spoke of the authorship of twenty- 
one books, the latest being “Saving American Capitalism.” Have 
you expressed yourself on the subject of socialism? 

Mr. Harris: Yes, sir, and I am against socialism. I would 
not write a book on “Saving American Capitalism” if I were 
for socialism. 

SENATOR DoNNELL: I understand that. And you have written 
this book, “Saving American Capitalism,” in which you advocate 
doing certain things you think should be done for the preserva- 
tion of the capitalistic system? 

Mr. Harris: Yes, sir. 

SENATOR Donne_t: You speak of having in preparation a 
book entitled “Economics of Medical Care.” 

Mr. Harris: Yes, sir. 

SENATOR DONNELL: Have you been over to England per- 
sonally ? 

Mr. Harris: 
on medicine. 


SENATOR DonNELL: Have you studied the regulations issued 
by the British authorities in regard to the administration of 
the medical plan? 

Mr. Harris: I have done quite a bit of reading on the 
British episode. 

SENATOR DONNELL : Do you remember a volume possibly 
2% to 3 inches thick, a bound volume, containing various regula- 
tions which are used in the carrying out of the British system 
of medical insurance? 

Mr. Harris: No, I have never seen that. 

SENATOR DONNELL: You have never seen it? 

Mr. Harris: No, but I have been through an awful lot of 
stuff on British medical insurance. 

SENATOR DONNELL: But you have never seen the official 
book of regulations issued in England? 

Mr. Harris: I will do that before I finish my book. I 
wish you would give me an exact reference. 

SENATOR DONNELL: We can give it from the previously 
published hearings before this committee. In fact, we had the 
book here, and I would judge it weighed conservatively a pound 
and a half or maybe more than that in actual weight, and it 
is official, as I understand it. 

Mr. Harris: I still have not written my chapter on British 
medical insurance, but I will send you a copy of my 
because I would like to convert you. 

SENATOR DONNELL: I would be glad to have it. 

SENATOR Murray: As I understand it, that book of regula- 
tions had reference to the Act that was in operation prior to 
the present Act that was put into efiect in England just last 
year. 

SENATOR Donneit: I think that is certamly true, but I 
have no doubt they have regulations at this time. I cannot con- 
ceive that they have abandoned their regulations. I wanted to 
find out how familiar the professor is with the English system, 
and I take it you will agree that in order to have real familiarity, 
you would have to see the regulations under which it operates, 
would you not? 

Mr. Harris: Yes, sir, I would agree. May I make a further 
comment ? 


SENATOR DONNELL: Yes. 


Mr. Harris: I read some pamphlets the American Medical 
Association put out on British health insurance. Those articles 
were done by a former student of mine, a Ph.D. in economics. 
I vouch that I know much more about medical economics in 
Britain than these articles show. There are a great many 
people who know more about British medical economics than 
I do, but I would say I do know more than all but perhaps a 
very few in this country about that subject. 


* * * 


SENATOR DONNELL: Now, as I understand it, you think 
that $12,000,000,000 to $14,000,000,000 is a reasonable figure to 
anticipate to carry out those promises. Is that your opinion ? 

Mr. Harris: No, sir. 


SENATOR Murray: He did not say that. 


No, sir, I have not visited any foreign country 
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SENATOR DONNELL: Let the witness answer that. 

SENATOR Murray: You are trying to misrepresent his testi- 
mony. 

SENATOR DONNELL: I certainly am not. I am asking him if 
he says that. 

Mr. Harris: I am not speaking for the Administration. I 
am not speaking for anybody except the Americans for Demo- 
cratic Action. I am a college professor with views of my own. 
I have consulted the Americans for Democratic Action about my 
views. The Administration, as far as it appropriates money, 
et cetera, as the Administration representatives said, the amount 
involved at the present time is only $1,000,000,000 _ or 

500,000,000 more of government money, and the rest is a 
substitution of payroll taxes as one means of financing this 
as against private expenditures. 

SENATOR DONNELL: Let me ask you this. Have you made 
any estimate at all as to how much it is going to cost per year, 
regardless of where the money comes from, to carry out the 
promises contained in S. 1679 to the people of this country? 
Have you made any estimates ? 

Mr. Harris: Why should I? 

Senator DonNELL: Have you made any? 

Mr. Harris: I have made estimates of my own. 

SENATOR DONNELL: What have you estimated would be 
necessary in order to carry out the promises made in S. 1679 
by the year 1960? 

Mr. Harris: Why don’t you go back to the estimates made 
by Mr. Ewing in the Nation’s Health? 

SENATOR DoNNELL: Professor, you asked me why I don’t do 
it. I want to get your ideas, not Mr. Ewing’s. 

Mr. Harris: I am being more liberal with the govern- 
ment’s money than the Administration is. 

SENATOR DONNELL: I will admit you are pretty liberal, that 
is true, but what I am trying to get at is this: This is the 
last time I am going to ask you. Have you made any estimate 
at all as to how much is going to be necessary for the govern- 
ment to spend, regardless of where the money comes from, taxes, 
imposts, duties, whatever and wherever it comes from, in order 
to comply in the year 1960 with the promises in S. 1679? Have 
you or not? 

Mr. Harris: I would say this particular bill does not involve 
larger expenditures in the next few years than you have. 

Senator DonNELL: Have you made an estimate? 

Mr. Harris: I have made my own estimate. 

SENATOR DONNELL: What is it for 1960 for S. 1679? 

Mr. Harris: If you will let me explain it— 

SENATOR DoNNELL: Can you tell us how much would be 
required, in your opinion, for the United States Government to 
expend from all sources, taxes or whatever the source may be, 
in the year 1960 in order to comply with the promises made in 


Mr. Harris: My honest estimate is that in five years you 
need $1,000,000,000 to $2,000,000,000 more and five years after 
that $1,000,000,000 to $2,000,000,000 additional and $1,000,000,000 
to $2,000,000, on burial expenditures, which is a very im- 
portant matter. 


Statement of Dr. Carl O. viaguet. Minneapolis, 
on Behalf of The American Dental Association 

Dr. FLacstap: My name is Dr. Carl O. Flagstad. I have 
been engaged in the private practice of dentistry in the City 
of Minneapolis, Minn., for thirty-eight years, during which 
period I also have been a professor in the School of Dentistry 
at the University of Minnesota, where I have served as chairman 
of the department of denture prosthesis for many years. 

The dental profession believes it is the rightful guardian 
of the people’s dental health and that the profession is best 
qualified by training and experience to judge the value of a 
dental health program for the United States. 

The dental profession believes it would be derelict in its 
duty if it did not oppose health legislation which in its judgment 
is detrimental to the health and welfare of our people. 

The American Dental Association believes this committee 
and the Congress of the United States will understand that the 
Association, in its opposition to the philosophy of compulsory 
health insurance, is motivated by the sincerest desire to protect 
the nation against a system which the Association believes will 
deteriorate the health services afforded to our people. 

The proposed legislation is termed “National Health Insur- 
ance” but it is not actually insurance, because there is no sound 
actuarial basis to serve as the foundation of the program. nor 
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is there any relationship between the proposed benefits and 
the ratio of premiums to be collected. Actually, even the pro- 
ponents of the bill cannot give a clear estimate of the amount 
of funds which the proposed appropriation would provide in 
relation to the probable costs of offering the various health 
services; nor do they present a convincing forecast as to the 
probable immediate demand for various types of services 
proposed to be paid for in relation to the probable cost of these 
services. 

The proposed legislation will eventually, if enacted, develop 
into a system of state medicine, which means it will be abso- 
lutely controlled by the government and its administrators. A 
third party who is directly responsible to the government and 
only indirectly responsible to the patient is interposed between 
the patient and his dentist or physician. 

Although a number of plans are proposed in the bill, which 
indicate that a practitioner could participate in the system on 
either a fee for service basis, under the panel system, or on a 
salary basis, nevertheless, considering the great size and popula- 
tion of our country and the necessary complexities of admin- 
istration involved, it does not seem reasonable that any of these 
systems could be continued in effect very long. The fact that 
the bill provides for three different methods of payment to 
practitioners only serves to emphasize the increased administra- 
tive costs which would be incurred. In a relatively short time 
it would be necessary for the government to abandon alternative 
methods of payment and to insist on a salaried service and mass 
clinical service in health centers. 

The bills are not specific: It is impossible to examine this 
bill carefully without being continually impressed with the fact 
that there is very little that is specific in the bill. Actually it 
amounts to litthe more than an appropriation coupled with a 
license to experiment along certain lines until such time as a 
firm base line can be determined. Yet, if this is to be insurance 
why is this necessary? Congress has on at least two occasions 
passed laws which were specific and definite insurance policies 
containing generally within themselves the benefits to which 
the policy holders were entitled. I refer, of course, to the 
War Risk Insurance Act and to the National Service Life 
Insurance Act. 

It has been a principle of government in this country since 
the time of the founding fathers that ours is a government of 
laws, not of men, and that to accomplish that end all statutes 
must be definite and specific. For this reason the courts have 
frequently held that broad, general language might constitute 
a delegation of legislative authority which is reserved to the 
Congress alone. Yet under the pending bill nothing definite 
will be known until such time as administrative regulations are 
promulgated, revised, re-revi and possibly at some distant 
future date crystallized into such form that the Congress can 
adopt them as a statute. The American people are entitled to 
know at the time of enactment of a law its probable effect 
and its proposed cost. Neither of these can be ascertained 
under the pending bills. 

The association believes that dental care should be available 
to all, regardless of income or geographic location, and that 
programs developed for dental care should be based on the 
prevention and control of dental diseases. It has recommended 
the following program as an immediate planned action to 
accomplish this objective: 1. The prevention of dental diseases 
through the application of preventive technics as soon as they 
are demonstrated to be scientifically valid; the att of 
intensified dental research with adequate funds, personnel and 
facilities. 2. The control of dental diseases by the expansion 
of community dental programs, integrated in the general health 
program to make dental care and dental health education avail- 
able to every child. 3. The provision of additional facilities and 
uniform standards for dental care by making dental services 
available in hospitals and health centers for inpatients and out- 
patients. 4. The recruitment of an annual enrolment of dental 
students equal to the capacity of all dental schools to increase 
the number of qualified dentists. 5. The adoption of measures 
to make dental practice in smaller cities and rural areas more 
attractive and more rewarding in order to procure a better 
distribution of dentists. 6. The employment of dental hygienists 
as auxiliary aids to the dentist; the provision of additional 
courses for those who desire to qualify for positions in public 
health departments and schools. 

Summary: The dental profession is opposed to the philosophy 
of caaelaees health insurance legislation for the following 
reasons: 1. It is not good legislation for the government 
because: (a) it is too tremendous a task for the government 
to administer ; (b) there is a misconception by the people of what 
the government can and will deliver in health services; (c) 
it will create an unwieldy government bureau; (d) it is an 
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uncertain financial burden for the government; (e¢) it is con- 
trary to democracy in government, since it stifles private 
enterprise. 

2. It is not good legislation for the people because: (a) it 
promises more than it can deliver; (b) it will cause deteriora- 
tion of dental service and lower the level of health; (c) the 
necessary administrative procedures will delay treatment ; ; (d) 
it will become a tax burden; (e) it will eventually require regi- 
mentation, which is not the American way of life. 

3. It is not good legislation for the profession because: (a) 
it will destroy competition, inhibit ambition and industry; 
(b) it will result in mediocrity in the profession; (c) excessive 
paper work will reduce the number of chairside hours which a 
dentist may devote to his patients. 

The profession needs ethical competition, the private relation 
to and direct responsibility for the health of the patient to 
attain its highest achievements. 

Conclusion: The American Dental Association (and the dental 
profession) always have been and always will be interested in 
the health, and particularly the dental health and welfare of 
the American people. It will conscientiously scrutinize any pro- 
grams offered which relate to its legitimate field of interest, 
and it will comment fairly and without prejudice or selfish 
motives on such programs. 

The dental profession opposes the enactment of the National 
Health Insurances and Public Health Act because it is not good 
health legislation for the people of the United States of 
America. 


Statement of Dr. Louis H. Bauer, Hem meena | N. Y.,, 
on Behalf of the American Medical ssociation, 
Accompanied by Dr. Roscoe Sensenich, 

South Bend, Ind. 

Dr. Bauer: My name is Dr. Louis H. Bauer. I am a 
physician and appear as a member of the Board of Trustees of 
the American Medical Association which had a membership as 
of May 1, 1949, of 142,882 physicians. My home is in Rockville 
Center, N. Y., and my office is in Hempstead, N. Y. 

There is little disagreement as to the desirability of the 
widest possible distribution and availability of the best quality 
of medical care. The differences of opinion arise as to the 
best way to attain this objective. It is the belief of the 
medical profession generally that the primary responsibility for 
the health of individual citizens rests on the individual citizen 
and on his immediate family. Where the requirements of a 
particular situation exceed the ability of the individual or 
his family to meet them, the local community, by the American 
tradition, comes to his aid. Should the resources of the local 
community prove inadequate to deal with the volume of demand 
for assistance in the health field, the problem then becomes 
the responsibility of the state. 

It is only when the state in its turn is unable to cope with 
these demands that there should be recourse to federal assistance. 
We believe that this procedure is in accordance with sound 
American tradition, with the intent of our political principles 
and with the maintenance of self reliance and independence of 
each of these levels of relationship, from the citizen to the 
national government. 

It follows that the local community or the state should 
make provision for the supplying of medical care to those of 
its citizens who find themselves financially unable to procure 
needed services. It is customary to speak of such economic 
groups as the indigent or medically indigent. It is believed 
that a simple system can be set up by which those falling into 
these groups may seek the services of any reputable physician 
and that such physician may be recompensed from public funds 
in accordance with an established fee schedule. 

Perhaps it would be necessary in order to prevent abuse that 

a welfare department or some other investigating agency of 
the political unit should certify to the propriety of covering 
the specific case under the provisions of the ‘_re Such 
a system is not merely a theoretical proposal. is already 
in practical operation and is proving generally BP Pome, 

There may, of course, be other types of organization and 
wide diversity in detail in the methods adopted to meet the 
health problem at the local and state level. The point of 
importance is that the responsibility lies here and should be 
recognized and so far as possible met at the local and state 
level. Only when these political subdivisions have made full 
effort and fall short of accomplishment should recourse be had 
to federal assistance. 

Under such circumstances it may become incumbent on the 
federal government to support the state effort. This support 
may take the form of supplying advice, experience, expert 
personnel on a loan basis, or financial aid. Before financial 
aid is emia it should be established that the individual 
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state has made genuine efforts to solve its own problems, that 


its health program is soundly conceived and efficiently operated, 


and that only lack of funds as evidenced by the general economic 
condition of the state is the reason for the need of federal 
financial assistance. Nothing in the relations set forth, how- 
ever, should imply that the federal government should assume 
the tight to dictate a single system of medical care for all 
States, or to attempt to control the appointment of personnel 
in the state plans or otherwise to exercise improper interfer- 
ence. There should perhaps be a recognized percentage limit, 
as relative to the total cost of a state plan, beyond which 
federal financial aid could not be extended. 

It will be seen that this conception of the relation of the 
federal government to the provision of medical care to the least 
favored economic groups is that of a stand-by support of the 
state programs. It would place primary responsibility and initia- 
tive on the state and local governmental divisions. It would 
prevent dominance of the local authorities from Washington. 
It would limit interference in state plans to the approval of their 
adequacy and efficiency. It would make the need for financial 
assistance and the amount of such assistance dependent on the 
economic status of each particular state. 

From what I have said, it will be obvious that any plan 
for federal participation in the handling of the peck. of 
medical care that lodges primary initiative and control in 
Washington, that contains uniform and compulsory features on 
a nationwide basis and that lays a direct federal tax on 
citizens generally to finance the program is unacceptable in 
principle. Such plans concentrate further power in the central 
government; they absorb in Washington functions much better 
retained at the local level, and they greatly enhance the over- 
all cost of providing health services. Most important of all, 
they would lead to a widespread and serious deterioration of 
the quality of medical care. 

The provision of medical services to the indigent is not 
all of the problem that faces us in the matter of general 
adequate medical care. There is a large group, above the level 

medical indigents, who yet find the professional service cost 
of a serious illness a grave financial problem. These people 
need security against such calamities and it is the accepted 
idea that the insurance principle is the answer to the problem, 
but it should be voluntary insurance. There is no justifiable 
reason for assuming that these people are minors or incompetents 
and compelling them by federal law to participate in a nation- 
wide system of prepayment for so-called health insurance. Leaving 
aside any questions as to the government's being able at this 
time to deliver the services promised and paid for under such 
a scheme, it constitutes an extreme example of compulsory 
paternalism, wrong in principle, impossible of practical opera- 
tion and contrary to our established ways and habits of life 
and political principles. 

This is not meant to imply that effort is not needed to 
stimulate the widespread development of voluntary prepayment 
plans for insurance against the professional costs of serious 
illness. Such plans already have an extensive existence and 
are spreading rapidly. They deserve the wholehearted support 
of all who are honestly interested in this problem. Such plans 
are actuarially sound, are well managed and are backed by a 
medical profession ready to accept some financial sacrifices, 
if necessary, for a large public good. There is no reason, 
after the experimental period has passed, why such plans should 
not be self supporting. The only question of governmental aid, 
either state or federa 4 might concern certain marginal financial 
groups and certain short initial developmental periods. 

The Council on Medical Service of the Association, created 
by the House of Delegates in 1943, has conducted a continuing 
study of proposed programs pertaining to the economic, social 
or other similar aspects of medical care, has suggested improve- 
ments in such programs and has made available all information 
that it has been able to assemble. The Council has taken the 
initiative in assisting in the promotion of voluntary prepayment 
programs. term “assisting” is used advisedly because much 
of the actual promotion must be done at the state local 
levels, by the plans themselves, by the medical societies and 
by physicians. 

I would like to leave with the committee a copy of a 
brochure prepared by 
contains detailed information with respect to the various medical 
care voluntary programs t are in existence at the present 
time in some forty-three states. If, during the course of 
these hearings, members of the committee wish further testimony 
with respect to the plans themselves, the Association will 
only too glad to make that information available. Suffice it 
to say here that approximately 57, people have hospital- 
ization coverage and approximately 30,000,000 have surgical 
coverage, both as a result of voluntary action on their part. 


the Council, revised as of 1948, which | 
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The Association has now completed over one hundred years 
of organized existence. During these years it has developed 
an ever expanding program with a view to charting a safe and 
sure road toward the advancement of the nation’s health. It 
has directed continuing study and experiment to improve methods 
of undergraduate education in medicine, the organization of 
opportunities for egret study and the creation of facilities 
for the provision of the best medical care, including service 
to the indigent and those of low income. 

The direction of these efforts throughout the whole field 
of study and the improvement of standards and methods have 
been characterized by close contact and cooperation with the 
health activities of governmental agencies, federal, state and 
local; educational and research institutions; voluntary groups, 
and philanthropic health agencies. It has observed closely the 
standards and methods of distribution of medical care of other 
nations and has had the benefit of the experience and advice 
of unselfish investigators trained in the direction of health 
activities throughout the worl 

These broad considerations of the problem of the _ best 
possible health for ail the people has led the Association to 
prepare a basic outline for continuing development and action. 
This is known as the Program of the American Medical Asso- 
ciation for the Advancement of Medicine and Public Health. 
This program embraces twelve major points or planks, some of 
which have been advocated by the Association for many, many 
years. This program follows: [Dr. Baur presented the twelve 
point program. | 
Is the health of the American people in such a low state as 
to necessitate revolutionary remedies, or proposed remedies, to 

made available by the federal government as contemplated by 
the legislation pending before your committee? What actually 
is the record of our health progress under the system that pre- 
vails in the United States? [Dr. Bauer presented comparative 
statistical data. ] 

Much has been said about the alleged shortage of physicians. 
Those who contend that there is a shortage base their conten- 
tion on the fact that the twelve states that have the largest 
number of physicians per hundred thousand population—one 
hundred and fifty physicians—represent the desirable norm and 
that all states should measure up to this norm. On the basis of 
this mechanistic formula, it is forecast that in 1960 there will 
be a shortage of some ‘42,000 physicians. It is predicted, by 
those who advance these contentions, that at the present rates 
of production of physicians there will be 212,000 active physi- 
cians by 1960 and to meet the standard percentage obtaining 
in the twelve best states, there will be needed by that year 254,000 
physicians. 

The formula that forms the basis of these estimates assumes 
that the same percentage of physicians per hundred thousand 
population is desirable and necessary in every state and leaves 
out of consideration that in the so-called twelve best states a 
large number of interns and residents in — centers may 
unduly increase the physician population. Even if 42,000 more 
physicians could be trained by 1960, and assuming that such an 
increase is necessary, there could be no assurance that the excess 
number of physicians would locate in states that do not measure 
up to the average physician population obtaining in the twelve 
best states. It is true that although the construction of hospital 
facilities and diagnostic clinics authorized by the Federal Hos- 
pital Survey and Construction Act may make the less remote 
areas attractive to more physicians, there are many more factors 
that influence the location of physicians than hospital and diag- 
nostic facilities, such as schools and opportunities to maintain 
professional contacts so necessary in the practice of medicine. 

Furthermore, since 1940 the population has increased 13 per 
cent and the number of physicians has increased 15 per cent, 
so the relative number of physicians to the population has 
increased rather than decreased. The number of physicians 
practicing in a given area does not necessarily represent the 
supply of medical care available. Where once the physician 
carried on alone, much of the routine work today is assumed 
by technical assistants, nurses and research workers. This 
situation automatically enables a physician to do a greater 
volume of practice and the conveniences of transportation 
enables him to cover a much wider territory. 

It has been said, too, that 80 per cent of the American people 
are unable to afford all of the medical care they need. This 
statement by implication assumes that the only type of economic 
goods or services purchased by the American people is medical 
care and overlooks the fact that the purchase of medical care 
is a matter of free choice for the majority of the people. 

The fact is that we live in a free society where the con- 
sumers are the dictators so far as the commodities that they 
choose to purchase and the commodities that they do not pur- 
chase are concerned. In the past, the decision of the consumers 
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has been to spend 96 per cent of their income for items other 
than medical care. They have decided that they can afford one 
and one-half times as much for alcoholic beverages as for medi- 
cal care and another one and one-half times as much for 
recreation. 


SENATOR Murray: You say that in the past the decision of 
the consumers has been to spend 96 per cent of their income 
for items other than medical care. Of course, many people have 
gotten into the habit of feeling that medical care is something 
that is not necessary and, therefore, they do not want to spend 
any money on it. If we could all be healthy and free from dis- 
ease, we would not have to waste our money on medical care. 


Dr. Bauer: I think it is true, Senator, that people have not 
become used to budgeting for medical care as they budget for 
many other things. 

SENATOR Murray: That is true, but a lot of people look on 
medical care as an unnecessary luxury that they should not be 
bothered with. 

Dr. Bauer: Yes, sir. They have decided that they can 
afford twice as much for tobacco as for the services of physi- 
cians. They have decided they can afford considerably more 
for personal care than for doctors’ care. They have decided 
they can afford about as much for jewelry and repairs of 
watches and clocks as for physicians. 

These were not the decisions of the medical profession or 
of any other group offering medical or allied services, but they 
were the decisions of 147,000,000 people. If we must be frank, 
the American people spent only 4 per cent of their income on 
medical care, not because they did not have more to spend, but 
because they preferred to spend 96 per cent for other purposes. 

I shall not undertake to explore in detail the cost of a 
comprehensive system of medical care as contemplated by the 
pending legislation. I believe that it is anticipated that initially 
the system will be financed by payroll! deductions plus appro- 
priations from the general funds. Estimates by competent actu- 
aries place the cost at from $10,000,000,000 to $15,000,000,000 
annually. The assumption has been made that there is a finan- 
cial barrier between a large part of the public and the 
medical service they need, but this barrier in the main relates 
to ability to pay for large and unexpected expenditures incurred 
for medical needs. This is a situation that is being overcome 
progressively by the rapid development of private health insur- 
ance plans. Although the provisions of these insurance policies 
vary greatly, in general they do permit the family to budget 
the major costs of medical care. 

It is true that all types of medical care coverage are not 
available throughout the United States and that some are avail- 
able only to members of employed groups, but progress is being 
made toward complete coverage. The cost of such coverage 
varies, of course, with the benefits made available. A family 
may, for instance, purchase a typical Blue Cross—Blue Shield 
membership which will pay the bulk of hospital and inhospital | 
medical bills for 20 cents a day, the price of a package of 
cigarettes or a bottle of beer a day. 

In return for the money spent on medical care, the American 

people have received a truly phenomenal measure of health. 
During the 1940's the medical profession delivered an extraor- 
dinarily high quality and great quantity of medical care at an 
extremely low cost. While the cost of living index of the’ 
United States Bureau of Labor Statistics in 1948 was 171.2, 
the index of medical care prices was 141. In other words, the 
combined average prices charged by physicians, dentists and 
hospitals has not risen as fast as the cost of living. 

It is abundantly clear that the cost of medical care has risen 
during the 1940’s in terms of dollars, but the percentage of the 
consumer budget taken by medical care has not risen. Mean- 
while life expectancy at birth and at every age has risen. This 
triumph of medical economics, steadily increasing life expec- 
tancy at the same percentage cost of the consumer budget, may 
well be the major contribution: of medicine in the 1940's. The 
four years of life expectancy at birth gained in the last decade 
alone mean many millions of dollars earned and the chance of 
a good life for many more people than ever before. 

Yet in the midst of all this health progrss, it must be remem- 
bered that medical care can never be wholly adequate as long 
as pain comes too often and death too soon. 

The American Medical Association can inform vou that there 
are nine new medical schools within the last fev years. There 
is the University of Alabama, which has been increased from a 
two to a four year school; the University of Utah, from two 
to four; the University of North Carolina, from two to four; 
and then new schools: the University of Washington, the Uni- 
versity of California in Los Angeles and the Southwestern 

edical School at Dallas, Texas, and there are others in the 
making. 
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SENATOR Murray: They have increased their course from a 
two year course to a four year course? 

Dr. Bauer: Yes, some of these schools at the time did not 
have the facilities for a four year course. They gave the first 
two years and then their students had to be transferred to 
another school. Now, they have been made four year schools, 
so not only will you have the enrolment of these schools, 
but the vacancies that would ordinarily be filled by these trans- 
fer students can now be filled by other schools in an original 
enrolment. We are getting more doctors all the time. 

At present we are graduating between 5,500 and 6,000 a year. 
I think the average rate of death among the doctors is some- 
where about 3,500 a year, and the doctors are increasing at a 
faster rate than the population is increasing. 

I think it is a question of where are you going to set the 
limit on how many doctors you need. 

SENATOR Murray: You do not think the problem of medical 
education is a serious problem? 

Dr. Bauer: No, sir, I think it is being taken care of. Of 
course, these new schools, you have not got the results from 
them yet because they have just been started, and it takes four 
years to start getting results, even longer than that, but the 
problem of producing more doctors, I think, is being taken care 
of satisfactorily because we are turning out more now than we 
ever have, with prospects of still more. 

e have now, as was said this morning, one doctor for every 
740 persons in the United States. Unfortunately, that is not 
true all over the country. It will vary from 1 to 450 in New 
York City to 1 to 1,500 or 1,800 in some of the rural areas; 
so the problem is how to get a better distribution of doctors; 
it is more that than it is how to get more doctors. 

SENATOR Murray: The general impression in the country is 
that there is a great deficiency in the number of doctors, and 
it has been contended by some of those who criticize the 
Administration’s program that if it was put into effect, there 
would not be enough doctors in the country to begin to carry 
it out and, therefore, that we should begin to greatly expand 
medical education and increase the number of doctors in the 
country. 

As the population grows and our economy expands, it will 
become more necessary than ever to have more people engag 
in the services, and the medical service is a place where a lot 
of people, a lot of the young people are looking to now to enter. 

Dr. Bauer: I do not mean to imply that’ we do not need 
more doctors, I think we do need more, but I say we are 
getting them steadily and we are going to have still more 
because there are still other schools in the process of establish- 
ment which will still further increase it. 

Also you must remember that illness is diminishing; the 
actual morbidity rate in many diseases is fast disappearing ; 
fewer people get sick, and the diseases which disabled them 
for a long period are now disabling them for a short period. 

For example, typhoid; when I was an intern we had whole 
wards with typhoid patients. Now, when a typhoid case comes 
in the hospital, doctors flock in from miles around to see the 
case, because they have never seen one. Pneumonia used to 
incapacitate a man for two or three weeks. Now pneumonia 
has almost arrived at the status of a minor disease. The death 
. rate is about 2 per cent now, and patients are disabled only a 
few days. 

Illness is decreasing. Duripg the war we had 50 per cent’ of 
our doctors in the military services and yet the health of the 
people went along pretty well. 

Senator Murray: Is it not true that we are finding an 
expansion of the number of persons who are infected by some 
diseases and that the diseases are becoming more deadly? For 
instance, take tuberculosis. I noticed an article in the paper that 
there is a serious situation developing in regard to that disease. 

Dr. Bauer: In this country the tuberculosis death rate has 
been gradually declining. In certain European countries since 
the war it has been steadily mounting, but there the tubercu- 
losis has reached the stage where people are even optimistic 
enough to believe tuberculosis can be wiped off the map as 
typhoid has been. 

SENATOR Murray: That is true, but I read in the paper 
that tuberculosis cases they are getting recently are much more 
serious than the ones they had in the past. 

Dr. Bauer: Well, of course, the minute you eliminate any 
disease to a certain extent, when cases develop they are apt to 
be serious. 

SENATOR Murray: That may be an indication that the dis- 
ease is being taken care of. 

Dr. Baver: Yes. You take in the South Pacific, for 
I remember years ago I was on an Army transport. 
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would not let us land because we had a case of measles on 
board. Measles was considered a greater scourge than smallpox 
because the population was not used to it. 

SENATOR DONNELL: Doctor, on page 4 of your statement 
you refer to the view that the plans which you mention, namely, 
the plan for federal participation, the plan that contains uniform 
features, et cetera, would lead to a widespread and serious 
deterioration of the quality of medical care. Do you think that 
opinion is generally shared by the members of the medical 
profession? 

Dr. Bauer: Yes, sir, I do. I think it has been more or 
less evidenced in other nations that you get a stereotyped type 
of medical care. 

SENATOR DoNNELL: Would you mind telling us why you get 
such a stereotyped type of medical care and what the funda- 
mental reason is for the conclusion at which you arrive that 
these plans would iead to serious deterioration of the quality 
of medical care? 

Dr. Bauer: I think there is more than one reason. First of 
all, I think you eliminate the factor of competition entirely, 
because the poor doctor can do just as well as a good one. 
In fact, it has been stated many times that compulsory health 
insurance is a great leveler. It does not bring the poor doctor 
up to the level of the good one, but it drags the good one 
down to the level of the poor doctor. 

At present, if a doctor is called by a patient, he knows he 
has to deliver the goods or else the patient will get somebody 
else, whereas, under a controlled system of any character, a 
doctor does not care very much because he gets paid whether 
he delivers good medical care or whether he does not. 

That is not an incentive to the right type of man to go into 
medicine, and it results, I think, in a deterioration in the type 
of person who goes into medicine. 

Then, doctors are overloaded with trivial complaints because 
of the system’s being so-called free, and they go to the doctor 
for conditions which they ordinarily would not go to him for 
if they had to pay for it. Under the system, for example, the 
ordinary person has a casual headache, he will buy a bottle 
of aspirin. Under the other system he would not because by 
getting a prescription he would not have to pay for the aspirin. 
That is an illustration. 

The doctors are apt to be overloaded with trivial complaints, 
so they do not have the time to devote to people who are 
really ill. We know what we have seen abroad, and I have 
been in many of the countries in Europe. | 

SENATOR DoNNELL: You say you have been personally? 

Dr. Bauer: I have been in many of the countries of Europe, 
and the doctor has to see a great many patients in the course 
of a day to make a living or to get through his list, and he 
cannot devote the time to them which he should. 

Of course, there is a lot of certificate work, certificate 
writing. involved with these things. How this Administration 
bill would work out, I do not know, but I do not see how a 
great deal of paper work can be avoided. It seems to depend 
toa e¥ deal on the system as to the amount of paper work, 
but if it is on a fee for service basis, there would be a tre- 
mendous amount of paper work. 

_ SENATOR DONNELL: Have you seen the regulations in force 
in England as of ‘a year or so ago? 

Dr. Bauer: I think the volume containing the laws is 
something like 1,300 pages and the volume the doctors were 
supposed to use every day was somewhere around 600 pages. 
That is from memory. 

SENATOR DONNELL: What countries have you personally 
visited in Europe? 

Dr. Baver: England, France, Switzerland, Spain, and before 
the war I was in Germany and in Italy. 

SENATOR DONNELL: In which of those countries have you 

observations with respect to the operation of health 
insurance plans of the type that you described? 

Dr. Bauer: In all of them to a certain extent, except Italy. 
I did not make any there. 

Senator DoNNELL: And your net conclusion is that there 
has been or has not been a deterioration in the quality of 
medical care in the countries in which you have visited? 

Dr. Baver: I do not know that I could answer that ques- 
tion by saying there has been a deterioration because I was 
not familiar with what it was before they got it, but I can say 
that the level of medical care is distinctly lower than it is in 
the United States under our system. 

Senator Murray: When did you visit England, Doctor? 


Dr. Bauer: I have been in England three times in the last 
year and a half. 


A 


Votume 140 
NuMBER 9 


SENATOR Murray: When was your last visit? 

Dr. BAvER: My last visit was last September. However, at 
that time I was there for such a short period I did not have 
an opportunity to make any personal investigation of the new 
health act. 

SENATOR Murray: And the present health service program 
had just recently been put in effect? 

Dr. BavER: Just two months previous. 

SENATOR Murray: It would have been impossible for you 
to make— 

Dr. BAvER: —any personal observation on that, that is 
correct. 

SENATOR DoNNELL: But you did observe the operation of 
the health act immediately preceding the new act? 

Dr. Baugr: Yes, sir. 

SENATOR DONNELL: The point has been made with respect 
to S. 1581 that inasmuch as it confines its grants-in-aid to the 
states for the purpose of aiding those who are in need of medi- 
cal assistance and cannot provide it for themselves, at least in 
full, that a certain humiliation would attach to the recipients 
who would avail themselves of the service. What is your judg- 
ment in regard to that point? 

Dr. Baver: I cannot see that myself. I have read a lot 
about the means test. It seems every one of us has to go 
through a means test. Every time you put in an income tax 
you are going through a means test. I cannot see anything 
very humiliating about it. 

SENATOR Murray: I would like to see a law abandoning the 
income tax. 

Dr. Baver: I would be in favor of it. 

SENATOR Murray: We would not have so many headaches. 

SENATOR DoNNELL: Is it your judgment that S. 1581 is 
properly to be condemned on the theory that the administra- 
tion of aid to persons who need it, as distinguished from those 
who do not, would be humiliating? 

Dr. Baver: The so-called Taft bill? 

SENATOR DONNELL: Yes, sir. 

Dr. Bauer: No, sir, I do not think it is to be condemned 
on that at all. 

SENATOR Murray: Doctor, I would like to call your atten- 
tion to some analysis of the twelve points that you have pre- 
sented here. 

Dr. Bauer: Yes, sir. 

SENATOR Murray: Dr. Channing Frothingham, Chairman 
of the Committee for the Nation’s Health, a member of the 
American Medical Association, and twice President of the 
Massachusetts Medical Society, has this criticism to make. 
He says: [Senator Murray read a release issued by Dr. 
Frothingham. ] 


AFTERNOON SESSION 
Senator PepreR: The Committee will come to order. 


Statement of Lowell S. Goin, M.D., President, 
California Physicians’ Service, Los Angeles 

Dr. Gorn: I am Lowell S. Goin, M.D., of Los Angeles. I am 
a practicing physician and I happen to be President of Cali- 
fornia Physicians’ Service; the voluntary health care plan of 
California. I might as well say at once that I am in complete 
opposition to this legislation, and I speak now of the so-called 
“Health Insurance Bill,” S. 1679. I oppose it as a physician 
because I am persuaded that its enactment would result in 
great and continuing decrease in the quality of medical care 
available to our people. I oppose it as an American because 
I am persuaded that this type of legislation is one of the final 
“steps on the road to State Socialism. In this opposition, I am 
confident that I am supported by the overwhelming majority 
of American physicians. 

Specificially, my opposition is based upon five premises which 
I propose to state briefly, thereafter developing each one. 1. The 
assumption that the health of the American people is bad is a 
false assumption. 2. The assumption that the enactment of com- 
pulsory sickness tax legislation would be in the interest of the 
public health is totally unfounded. 3. Medical care is not the 
sole factor in the problem of health, and there are many other 
things that government could properly do which would benefit 
the health of the public far more than the proposed legislation. 
4. The cost of such plans, rather lightly passed over by the 
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President and Social Security Administrator, are ee: unpre- 
dictable and almost certain to be extremely high. oluntary 
health care plans, which are truly in the pon tock tradition, 
are giving good medical and hospital care to our people, 
must be allowed to develop unhampered by bureaucracy. 

The health of the American people is bad, perhaps, but it » 
isn’t just because someone in the Social Security Administration 
says it is. Fortunately, it is a matter which may be investigated, 
and in which conclusions can be based on known facts rather 
than on emotional statements. The life expectancy at birth is 
steadily increasing, being now about 65 years for a male and 
69 years for a female. It is materially less in Great Britain, 
and was still less in pre-war Germany. Both of these countries 
have long enjoyed the blessing of compulsory sickness insurance. 

The death rate from diphtheria per hundred thousand of 
population, in the last year for which comparative figures were 
available, was 11.6 for Great Britain, 11.4 for Germany, but in 
the United States, with free enterprise system of medical care, 
it was less than 6.0. Why? Diphtheria is both preventable 
and curable; why didn’t the government-operated medical sys- 
tems produce a death rate lower than ours? 

In the Public Health Reports for August 1946, the United 
States Public Health Service presents a table showing the death 
rate from tuberculosis in all countries. In the United States 
the rate was 47 per hundred thousand. In England and Wales 
it was 62. In France it was 137, and in Russia, 160. All of 
those except the United States have national medical care plans, 
but they seem to have been quite unable to equal the per- 
formance of the United States. 

Some of the most lucid statements which are used to docu- 
ment our bad state of national health are found in Mr. Oscar 
Ewing’s Report to the President entitled “The Nation’s Health.” 
Perhaps I may be permitted to digress for a moment, and to 
wonder what magical powers are inherent with civil servants 
of the Federal Security Agency, which makes them so omnis- 
cient in the problems of medical care, and why their opinions 
so greatly outweigh those of the 197, 000 physicians of America 
whose entire lives have n spent in acquiring professional 
training to cope with these problems and in the actual coping 
with them. Mr. Ewing begins with a dramatic statement; a 
statement made to order for headlines— 

SENATOR DONNELL: Doctor, according to my copy, it reads 
“breadlines.” 

Dr. Gorn: Yes. It should be “headlines.” Mr. Ewing begins 
with a dramatic statement; a statement made to order for head- 
lines: “Every year 325 000 people die whom we have the 
knowledge and the skills to save.” Of th ese, he says, 170,000 
die of communicable disease, and that we should be able to 
save 120,000 of them. This last figure seems to have been 
chosen at random, and no documentation is offered. As is not 
uncommonly the case, the figures are not exactly accurate. In 
1945, 177,000 persons actually did die of communicable disease, 
but in 1947 the figure had been reduced to 137,000. That the 
figure of 40,000 saved by our present system of medical care 
does not particularly bolster the case against that system is not 
mentioned. Perhaps this is purely coincidental. It is a fact 
that the death rate from communicable disease is the lowest in 
our entire history. 

Mr. Ewing also says that we should be able to prevent 115,000 
of the more than 600,000 annual deaths from cancer and heart 
disease. I am unable to ascertain the reason for the selection 
of the figure 115,000, and I suspect that it is a purely arbitrary 
selection. I don’t know how many of the deaths were due to 
heart disease, but it is probably fair to assume that about two 
thirds were. Is the implication that these people died because 
of lack of medical care a fair one? Of course it isn’t. Actually, 
both heart disease and cancer are diseases of the latter decades 
of life. People eventually die of something, and the more people 
who live into these decades, the more will die of these diseases. 
If medical care is the problem, it is curious that the six states 
with the lowest death rate from heart disease were in the deep 
South, and that seven of the nine states with the highest rate 
were in New England. New England has more physicians, 
more hospital beds, more research centers and more teaching 
institutions than the entire deep South. I repeat that it is most 
curious that the death rates should not fit the amount of 
care available. 

Mr. Ewing complains of the shortage of physicians. One 
wonders why he believes that the enactment of a law bitterly 
opposed by physicians (physicians’ sons are a substantial part 
of the annual crop of new physicians), and one which experience 
in other countries has shown to degrade physicians, could pos- 
sibly increase the number of physicians. I predict confidently 
that the enactment of this legislation will decrease the number 
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of physicians produced annually and that it will very materially 
lower the quality of the young men who enter medicine. 

Another ill to be cured by compulsory sickness tax legislation 
is the inequitable distribution of doctors. There seems to be 
a vague and hopeful feeling that some magic inherent in this 
so-called social legislation will persuade doctors to leave cities, 
where medical schools and libraries are located; where hospital 
and consultants can be found; and most of all, where a man 
can have the society of his peers, and go to remote hamlets 
where none of these things are available and where he can 
stagnate in intellectual loneliness. Doctors, like other people, 
locate themselves where they think they are most likely to 
succeed, and where they will be happiest. 

Why anyone should believe that enactment of a law will 
change these elementals is something of a mystery, but one 
which would be solved promptly if a paternal government were 
to direct physicians in choosing their fields of activity. Any such 
intent is vigorously denied, of course, but the government of 
Great Britain has already assumed this right and has announced 
that more medical care in rural areas would be provided by 
paying a somewhat larger capitation fee in such areas and— 
note well—by forbidding doctors to locate in more populous 
zones. 

The assumption that enactment of this legislation would be 
in the interest of the public health is unfounded. Fortunately 
for my argument (although unfortunately by other standards) we 
have a system of so-called compulsory health insurance in actual 
operation in the city of San Francisco. Set up by ordinance 
several years ago, it embraces more than 20,000 employees of 
the city and county of San Francisco. As a public duty, and 
as a noble experiment, the medical profession of San Francisco 
consented, almost to a man, to cooperate with the plan which 
is called “Health Service System.” 

I see no reason to believe that a like system on a national 
level would function much differently than this “pilot” plan, 
and this is how it really works; this is what we may reasonably 
expect to happen once the plan begins to operate nationally. 

On May 28, 1947, Dr. A. S. Keenan, Medical Director of 
the “Health Service Plan,” found it necessary to address him- 
self to the physicians of San Francisco. He complains of over- 
use of the system, and urges great curtailment of the care 
given. I have a copy of this entire letter which I would be 
glad to file with the committee. The following are his words: 


People in general have more knowledge now on medical subjects. . . . 
It has brought about many unnecessary visits to the doctor to get treat- 
ment for trivial things. Such minor ailments could be treated as well 
by their home remedies as by their doctor. 


There, gentlemen, is a panel system in operation. The earliest, 
indeed the only early symptom of lung cancer is a trifling cough. 
Go home and take some cough medicine. The only early symp- 
tom of gastric cancer is a trifling indigestion. Take some soda. 
Next, the medical director complains of clinical laboratory and 
X-ray expense, and again I quote his words: 


The people in general know little about the results that can be obtained 
from the help of laboratory tests or the x-ray examination. Please, 
doctor, turn such requests aside. . . . It would seem that any physician, 
after taking a short history of his patient’s case and making a routine 
examination will find that he can make a diagnosis without leaning so 
much upon the laboratories and the x-ray departments. 


Please note, gentlemen, that early recognition of brain tumors 
requires laboratory study of the cerebrospinal fluid, and that 
early diabetes is recognized by the amount of sugar in blood. 
After complaining that it cost too much to hospitalize these 
unfortunate people whose pay checks were subject to compulsory 
deduction for the service, he says: 

“The members of the Health Service System, except in a few 
obscure cases, do not need any such extensive work.” As is 
easily possible under the compulsory system, the director solves 
the problem neatly, thus: “Hereafter no patient, except in an 
emergency case, will be entitled to hospital benefits under Health 
Service System coverage until authorization has been given by 
the medical director.” 

There you have the panel system which our planners would 
like to institute; there you have medical care under compulsory 
health insurance. 

Personal interviews with British physicians who have been 
so revolted by the system that they have actually fled to the 
United States to start all over again, and correspondence with 
others who wish that they could flee, indicates that this is a 
completely fair picture of so-called compulsory health insurance 
benefiting the health of the public. 

If further evidence is needed, we might let Dr. Nathan Sinai 
furnish it. Remember that he is an able and ardent proponent 
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of ig toms sickness tax legislation. I quote from his book 
Migs iv of Health Insurance,’ pages 157, 158—these are 
is words: 


Contrary to all predictions, the most startling fact about the vital 
statistics of insurance companies is the steady and fairly rapid rate o 
increase in the number of days the average person is sick annually, and 
the continuously increasing duration of such sickness. 

Various studies in the United States seem to show that the average 
recorded sickness per individual is from seven to nine days per year. 
It is nearly twice that amount among the insured population of Great 
Britain and Germany and has practically doubled in both countries since 
the installation of insurance. . . . It seems to be a safe conclusion that 
insurance has certainly not reduced the amount of sickness. 


This surprises me, since I had naively assumed that the pro- 
ponents believed that it would reduce the amount of sickness. 
Certainly, the words quoted comprise an excellent argument 
against this sort of medical care, although I doubt that Dr. 
Sinai meant them to be 

sort of current custom is to use the terms “medical care” 
and “health” as if they were interchangeable—as though one 
were synonym of the other. As a matter of fact, medical care 
is only a small part of the health problem—not even the most 
important part. Health consists largely in not being sick; 
medical care consists largely in an attempt to cure or alleviate 
disease. Nearly all—perhaps all—of the health legislation which 
has been proposed from time to time has been written by social 
planners, seldom, if ever, in consultation with physicians. Con- 
sequently nearly all it contains is wishful thinking and not too 
much reality. Too much confidence is placed in preventive 
medicine, too much earnest belief that periodic health examina- 
tions will prevent disease, and all the legislation evidences a 
complete failure to understand that preventive medicine simply 
has not yet attained the goals wished for. 

To cite a few of the problems: How shall heart disease 
(except that due to rheumatic fever) be prevented? What sort 
of health examination will be efficient in its control? How shall 
we prevent, or even recognize, early brain tumors? Shall 
everyone with a headache have encephalographic or ventriculo- 
graphic studies? Shall we do gastrointestinal roentgen studies 
on everyone with indigestion, and, if so, where shall we obtain 
the skilled personnel? How are bone tumors prevented, and 
what periodic examination makes one aware of the pneumonia 
of next week? 

Medical care is, and will for a long time continue to be, the 
care of the sick, and this, I repeat, is only a fraction of the 
health problem. Some other fractions to which government 
might well turn its attention are sanitation, hygiene, health 
education, adequate diet, good housing, adequate clothing, g 
working conditions and “patent medicine” control. And } a 
are many others. 

If government is sincerely interested in the health of the 
citizen, why should it not suppress “patent medicine” advertis- 
ing? Why should it not regulate the cults and require that all 
who wish to practice the healing arts pass the same tests? Why 
should it not control radio publicity of nostrums, vitamins and 
the like? This current legislation is attacking only a small 
segment of the health problem, and even if it were to accom- 
plish all that its proponents claim, it still would not solve our 
health problems. 


Voluntary health plans will, if given the opportunity, do the 
job, and do it better than government-controlled plans can do. 
These plans, which already include a very large number 2f 
persons, are in accord with our traditional emphasis on personal 
responsibility, prudence, foresight and thrift. They have an 
American dignity which is lacking in the regimentation of com- 
pulsory health insurance. They can be and are more economi- 
cally administered: they can and do give better medical care, 
and they will be and are supported by thousands of physicians 
who are bitterly and unalterably opposed to government- 
controlled medicine. 

In California we have made a good start. Our California 
Physicians’ Service offers medical care at modest costs. Nearly 
800,000 of our people have availed themselves of it, and appear 
to be quite satisfied with it. The Farm Security Administration 
had a medical care program for the rural indigent. California 
Physicians’ Service took it over and gave better medical care 
for less money and to the satialariiin of those giving and 
receiving the care. 

California Physicians’ Service has a contract with the State 
Grange providing medical care for nearly 100,000 farm people. 

These activities, which are duplicated in most of our states, 
are indications of how voluntary plans can meet the challenge, 
how they are meeting it, and how they will continue to do so 
with a steady and health growth if they are not crushed by 
the monster of bureaucratic control. 
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Now, Mr. Chairman, I have a supplemental statement which 
I would like to read in relation to the activities of the American 
Medical Association. 

During recent weeks and months the American medical pro- 
fession has been subjected to maliciously unfair abuse from 
certain advocates of compulsory health insurance, some of whom 
are office holders in the federal government. Through vicious 
innuendo, false implication and outright distortion of fact, 
deliberate attempts have been made to undermine public con- 
fidence in the nation’s doctors, and to make it appear that the 
American Medical Association is engaged in devious, unethical 
tactics in its opposition to national compulsory health insurance. 

Very few members of Congress have been a party to this 
attempted smear. However, you gentlemen probably have heard 
or read some of the false charges. I believe that you know in 
your hearts that American doctors, by their very nature and 
training, would not take part in the questionable activities which 
have been implied in this scurrilous propaganda. Nevertheless, 
we need to clear the record with respect to these trumped-up 
charges. 

The American Medical Association— openly, frankly and 
honestly—is engaged in a National Education Campaign to 
give the people the facts about compulsory health insurance 
and the facts about voluntary health insurance. We frankly 
oppose the first and we enthusiastically favor the second. We 
hope and believe that the American people, given the facts, 
will agree with us. 

In the best American tradition we are taking our case before 
the forum of public opinion. We are asking for a vote of con- 
fidence in the American medical profession and in the American 
medical system, the finest in the world. We are doing exactly 
what you gentlemen do at election time. We are using the 
same avenues of approach—the press, the radio, the speaking 
platform, pamphlets and leaflets, and all other accepted, ethical 
means of submitting our case to the people. 

The Committee for the Nation’s Health, the Physicians 
Forum and other groups favoring compulsory health insurance 
are conducting a constant propaganda in behalf of it. For ten 
years or more, the Federal Security Agency and other govern- 
ment agencies have been spending unauthorized tax funds to 
thump the drum for socialized medicine. Now, however, when 
the American Medical Association finally strikes back at the 
distorted propaganda of the socializers and government pay- 
rollers, we suddenly hear unfounded and intemperate charges 
that the American Medical Association is invading Washington 
with a high-powered lobby and a huge slush fund. 

These charges are absolutely false, and those who have been 
making them know they are false. As you gentlemen undoubt- 
edly know, the Washington Office of the American Medical 


“Association is one of the smallest, most conservative legislative 


offices maintained by any of the national associations in the 
capital. It is staffed by men of unquestioned integrity, who 
are highly respected in Washington. Whitaker and Baxter, the 

ublic relations organization which 1s directing our National 
Piecties Campaign, has only one representative in Washing- 
ton, and he is a press representative, not a legislative lobbyist. 

The American Medical Association, in its National Education 
Campaign, is carrying its case directly to the American people 
in a grass roots crusade which we hope will reach every citizen 
in this country. By so doing, we doctors are simply exercising 
one of the greatest rights which Americans have as a free 
people+the right of petition as set forth in the United States 
Constitution. We are exercising that right not simply to pro- 
tect the medical profession from degradation, but to protect the 
health of the nation. 

The people have a right to know that government-controlled 
medicine means inferior medical care doled out according to 
bureaucratic regulations and rule books, ever increasing payroll 
taxes, invasion of privacy and freedom of action, and destruc- 
tion of the voluntary health insurance plans which provide good 

ical care at a lower cost than government ever could 
provide it. 

In the final analysis, the American people, through their 
representatives here in Congress, will decide this issue. The 
objective of the American Medical Association National Edu- 
cation Campaign is to get the facts to the people. We want 
them to make their opinions known to the United States 
Senators and Representatives. We believe you want it that way. 

If that is lobbying, it is lobbying in the finest American 
tradition, and every doctor is proud of his part in the program. 

There is nothing secret or devious about this campaign. It is 
an open and above board public campaign on a vital public 
issue. The plan of campaign explaining the program has been 


distributed by the thousands throughout the country—not only 


to doctors and medical societies but also to a wide variety of 
interested parties, including newspapermen and magazine writers. 


A newspaper commentator referred to this as a secret plan 
of the American Medical Association. For your information, 
I am filing a copy of the plan of campaign with your Committee. 

Nearly 14,000 copies of this have been distributed all over 
the United States. There is nothing in our program which is 
secret—and you may have copies of any material we are issuing 
simply by requesting it. 

Yet, at least one radio commentator and one congressman, in 
recent public utterances, have quoted from these widely pub- 
licized materials, have attempted to give the impression that 
they were revealing “shocking” information from “secret” 
documents. Apparently depending on the same unreliabie source 
for their information, both men referred to the fact that Ameri- 
can doctors intended to present their case in newspapers and 
magazines, and that doctors were urged to write letters to any 
Senators or Representatives who were their personal patients. 
These alleged “revelations,” gentlemen, are nothing short of 
ridiculous. Since when is it a crime to submit material to 
newspapers and magazines? And since when are doctors 
deprived of the ordinary right of any citizen to write to the 
men who represent them in Washington? 

If there is any need for a Congressional investigation of 
lobbying, it is for an investigation of the government lobby 
which has forced the American medical profession to strike 
back in defense of its good name. The Harness Committee 
reported to the House of Representatives in 1947 that at least 
six agencies in the executive branch of the federal government 
were using government funds in an improper manner for propa- 
ganda activities supporting compulsory health insurance. The 
Federal Security Agency alone has become a tremendous prop- 
aganda agency for government medicine. 

It seems very strange that when I appear anywhere to speak 
on this subject, some representative of the Federal Security 
Agency often shows up in the same town, speaking in favor of 
government medicine. Who pays for this? Has Congress 
authorized the use of federal funds for these propaganda lecture 
tours? Is the Federal Security Agency usurping the rights of 
Congress, the regularly established legislative branch of the 
government ? 

As mentioned a moment ago, government agencies lobbying 
for compulsory health insurance—some of them for ten years or 
more—have forced the American Medical Association to embark 
on its National Education Campaign. Although the great bulk 
of these campaign activities and expenditures do not constitute 
lobbying under the terms of the Federal Lobbying Act, Public 
Law 601 by the 79th Congress, in the opinion of our legal 
counsel, the campaign directors have registered according to 
the letter of that law. <A report of expenditures for the first 
quarter of 1949 already has been filed, listing separately every 
item over $10. We invite the closest possible scrutiny of all 
reports and records. 

More than half of the time, effort and money in this campaign 
will be used in affirmative, positive action, designed to aid in 
the development of the voluntary prepaid health systems. 
American medicine is far more concerned with solving a prob- 
lem than with simply defeating a bill for compulsory health 
insurance. 

hog ultimate, long range objective of this campaign is to 
make the American people more and more health insurance 
conscious. We want them to know that sound protection against 
the costs of illness is available under existing voluntary health 
insurance plans, at reasonable rates far below the inevitable 
high cost of a compulsory, tax-supported program. 

We want the people to know that the many different hos- 
pital, surgical and medical insurance plans are working con- 
stantly to extend their benefits. Already there is a tremendous 
demand in this country for voluntary health insurance. The 
greater that demand can be made, the quicker this problem 
will be resolved. The great need in America is not for com- 
pulsion but for a general realization by the people that health 
protection is an essential item which should be given its proper 
priority in the family budget and which can be so budgeted 
without undue financial burden. 

I think I am correct in saying that several members of this 
committee feel the same way. A number of you gentlemen have 
shown a definite interest in the great progress of voluntary 
health insurance, and you are sponsoring legislation embodying 
principles which we fervently support. We think you are on 
the right track to an American solution of this problem. 

The American Medical Association National Education Cam- 
paign, by alerting the people to the wisdom and necessity of 
handling this problem themselves, is making a contribution 
toward the further improvement of our national health. We 
believe it also is performing a service of value to Congress, 
by making it unnecessary for you to levy new payroll taxes 
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and launch this nation into a dangerous experiment in govern- 
ment medicine. Such an adventure would impair or destroy 
not only the American medical system but also our national 
financial stability. There are other, more sensible ways to solve 
our problem in medical economics. 


(To Be Continued) 


Official Notes 


DR. FLEMING ON AMA RADIO PROGRAM 


Sir Alexander Fleming, of England, one of the pioneers in 
development of penicillin, will be the guest speaker on today’s 
(July 2) program of the weekly AMA-NBC radio series. The 
dramatized show, which will be part of exercises marking 
dedication of a multimillion dollar Oklahoma Medical Research 
Foundation in Oklahoma City, will originate from Oklahoma 
City and can be heard on most stations of the NBC network 
from 2: 30 to 3:00 o'clock Central Daylight Saving Time (3: 30- 
4:00 Eastern DST, 1:30-2:00 Mountain DST, 12: 30-1: 00 
Pacific DST). Dr. Fleming will speak at the close of the 
dramatized portion of the program. 


NEW RADIO TRANSCRIPTION SERIES 
AVAILABLE 


Now available from the Bureau of Health Education is the 
latest series of transcriptions for use on local radio stations. 
The series of 13 recordings deals with a subject of great current 
interest, antivivisection, and provides forceful arguments in 
favor of eontrolled animal experimentation. 

Presented in dramatized form, with the scripts written by 
trained radio specialists, the platters have the following titles: 

1. Your Life’s Blood 

2. The Sheep at Melun 

3. The Invisible Enemy 

4. The Cat and the Mouse 

5. Almost Human 11. The Lucky Accident 

6. The Gangster and the Rodent 12..Two Mad Dogs 

13. The Bright Red Miracle 


An innovation has been inclusion of brief statements by 
prominent personages in defense of laboratory studies in which 


7. The Perfect Specimen 

8. The Dog He Never Had 

9. The Cow and the Bell 
10. A Blow to the Heart 


various animals play such a significant part. Those who par- 


ticipated are: 
Dr. Louis Mann, Rabbi of Sinai Temple, Chicago. 
Mr. Ned Dearborn, president of the National Safety Council, Chicago. 
Mr. Morton Gould, composer and conductor. 
Mr. Anton Rost, president, National Canine Research Foundation. 
Mr. Harold Stassen, president of the University of Pennsylvania. 
Dr. George D. Stoddard, president of the University of Illinois. 


we. George D. Curtis, director of surgical research, Ohio State Uni- 
versity. 


Mrs. Frank J. Lausche, first lady of Ohio. 


Dr. W. W. Bauer, Director of the Bureau of Health Educa- 
tion, who conceived and developed the series, also is a participant. 

Important cooperation in the project was provided by the 
National Society for Medical Research. 

As is the case with all such sets produced by the Bureau of 
Health Education, this series, titled “The Story Behind the 
Discovery,” is available without charge to local medical socie- 
ties. Requests directed to the Bureau will receive prompt atten- 
tion. Societies in Florida, Louisiana, New Jersey, New Mexico, 
Oregon, Pennsylvania, Tennessee, Texas and Washington can 
obtain the platters direct from their state headquarters. 


Coming Medical Meetings 


International Congress of Biochemistry, Cambridge, Ragtend. Aug. 19-25. 
Lt. Col. Francis J. Griffin, 56 Victoria St., London, W.C.1, + el trang 

Montana State Medical Association, Butte, Aug. 1-4. Dr. Herbert T. 
Caraway, 115 N. 28th St., Billings, Secretary. 


West Virginia State Medical Association, White Sulphur S 
Greenbrier, Aug. 4-6. Mr. Charles Lively, 1031 Quarrier St., 
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Washington Letter 


(From a Special Correspondent) 


June 27, 1949. 
Health Insurance Hearings 


Compulsory health insurance continued to have its opponents 
and supporters as congressional sessions, now approaching their 
close, heard additional witnesses during the week ended June 25. 
Proponents appearing before the health subcommittee of the 
Senate, chairman, Senator James E. Murray (Democrat, 
Montana), included Dr. Bernard Meyer, of New York City, 
speaking for Physicians Forum; Joseph Anderson, executive 
secretary of American Association of Social Workers; Dr. 
Theodore Sanders, of New York City, representing National 
Consumers League, and Dr. Charles M. Thompson, representing 
National Dental Association (Negro). Opposition to the com- 
pulsory health insurance provision of the Thomas-Murray- 
Dingell bill (S. 1679) was expressed by Dr. George Baehr 
and Dr. Howard Craig, representing New York Academy of 
Medicine, and H. E. Slusher, American Farm Bureau 
Federation. 

Concurrent hearings by the health subcommittee of the House 
Interstate Committee were devoted to taking of testimony on 
the feasibility of greater federal appropriations for medical 
research in arthritis, multiple sclerosis, cerebral palsy, epilepsy 
and leprosy. Among witnesses who recommended expansion of 
the government program were Drs. William G. Lennox of 
Boston, Arthur A. Morris and Robert Stolar, of Washington, 
Herman Kabat (filed statement) of Oakland, Calif., Winthrop 
M. Phelps (filed statement) of Baltimore, Tracy J. Putnam of 
Los Angeles and Currier McEwen, C. H. Traeger, H. Houston 
Merritt, Edward H. Hartung and Ralph H. Boots, all of New 
York City. The House health subcommittee, whose chairman 
is Rep. J. Percy Priest, has adjourned the hearings until June 
29, when it will begin taking testimony on proposed enlarge- 
ment of the federal hospital expansion program. 


Chiropractors and Optometrists Protest Exclusion 


Spokesmen for the country’s organized chiropractors and 
optometrists went before the Murray subcommittee to demand 
that these practitioners be named, as prospective beneficiaries, 
in any broad health legislation which may be enacted by 
Congress. They were free in their denunciation of medicine 
as a profession which, they implied, is attempting to stifle their 
activities. 

“The avowed purpose of medicine is to monopolize the health 
care field,” said Joseph M. Babcock, vice president of American 
Optometric Association. “The optometrist and medical eye man 
are economic competitors.” 

John J. Nugent, appearing in behalf of National Chiropractic 
Association, said the Thomas-Murray-Dingell bill is misleading 
in its declaration that there shall be free choice of doctors, as 
long as chiropractors are not included among those practitioners 
eligible to give patient services under the proposed program. 

“If the American Medical Association had written this bill 
(S. 1679) it could not have drawn more effectively or with 
greater finesse a measure to destroy the professions of chiro- 
practic and osteopathy,” the witness stated. 


New York Physicians Take Opposite Sides 

Drs. George Baehr and Howard Craig testified that the New 
York Academy of Medicine endorses, in principle, the Hill 
(S. 1456), Taft-Smith-Donnell (S. 1581), Humphrey (S, 1805) 
and the Flanders-Herter (S. 1970) national health bills. They 
advanced the opinion that passage of the Thomas-Murray- 
Dingell bill, because of its title VII on compulsory health 
insurance, “would result in most detrimental changes in medical 
practice and would harm the public.” They added: “We are 
also convinced that the objectives which the proponents of this 
bill have in mind, and which we share, can be achieved more 
effectively by procedures which are more orderly, progressive 
and far less hazardous.” 

Voluntary prepayment plans “simply do not include all those 
who need protection and they never will,” the Senate sub- 
committee was told by Dr. Theodore Sanders, who described 
himself as a physician practicing internal medicine. He rejected 
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the Hill and Taft bills but gave qualified approval to S. 1970 
because it would require no means test and “it is designed to 
prevent medical domination of the voluntary health agencies.” 
Dr. Bernard Meyer likewise disapproved of the Taft and Hill 
bills and denied claims that compulsory health insurance would 
result in impairment of the patient-doctor relationship. 


Industrial Hygiene Advisory Committee Appointed 

Appointment of a national advisory commtitee on industrial 
hygiene has been announced by the U. S. Public Health Service. 
Nine of its ten members have been named. The first meeting of 
the new group is expected to be held in September. Appointees 
are as follows: Dr. R. H. Hutcheson, Tennessee State Commis- 
sioner of Public Health; Dr. Harold A. Vonachen, medical 
director of Caterpillar Tractor Co.; Dr. Leo Price, director of 
Union Health Center, New York; Andrew Fletcher, president 
of St. Joseph Lead Co.; Vincent P. Ahearn, National Sand 
and Gravel Association; Nelson H. Cruikshank, American 
Federation of Labor; Harry Read, Congress of Industrial 
Organizations ; Theodore F. Hatch, Industrial Hygiene Founda- 
tion, and Mrs. Margaret Lucal, American Association of 
Industrial Nurses. 


Senator Thomas Sponsors United Medical 
Administration 

A bill that would establish a United Medical Administration 
in the federal government to administer all federal hospitals— 
including military and naval—and perform other amalgamated 
functions was introduced June 7 by Senator Elbert D. Thomas 
of Utah. He filed S. 2008 at the request of his Democratic 
colleague, Senator John L. McClellan. The latter was a mem- 
ber of the Hoover Commission, which strongly recommended 
such a merger. 

Incidentally, the address delivered in Atlantic City on June 5 
by Senator McClellan before the National Conference of County 
Medical Society Officers is printed in the Congressional Record 
for June 8 (page A3732). 


Department of Welfare Proposed by President 

Establishment of a new Department of Welfare in the 
executive branch of government, its component units to include 
the U. S. Public Health Service, Food and Drug Administra- 
tion and Children’s Bureau, is proposed in Reorganization Plan 
no. 1, which President Truman sent to Congress on June 20 
under authority of the new reorganization act. Unless the recom- 
mendation is vetoed by either branch of Congress, the Federal 
Security Agency will be reconstituted as the Department of 
Welfare, with Oscar R. Ewing—present head of FSA—virtually 
certain to become the first Secretary of Welfare. 


Medical Legislation 


STATE LEGISLATION 


Alabama 

Bills Enacted.—H. J. Res. 21 has become Governor’s No. 10 of the 
Laws of 1949. It memorializes the Congress of the United States to 
actively support the purposes of the Toby bill providing for the —— 
up of a National Foundation for the Study of Multiple Sclerosis. 
has become Governor’s No. 28 of the Laws of 1949. It provides yt 
every inhabitant of the state over the age of 21 years and of sound 
mind may, by an instrument in writing executed as a deed and filed 
for record in the office of the judge of the probate court of the county 
of his residence or of the county in which he is confined in a hospital, 
arrange for or prescribe for the disposition to be made after death of his 
bedy or any organ, member or part thereof, provided that the disposition 
of said body or parts thereof is made for the purpose of advancement of 
medical science or for the replacement of diseased or worn out parts of 
other human beings or for the rehabilitation of human parts or other 


organs. 
California 

Bills Enacted.—A. 770 has become Chapter 457 of the Laws of 1949. 
It provides that no person, association or corporation shall establish or 
keep for compensation or hire an establishment for the care, custody 
or treatment of the insane, alleged insane, mentally ill or other incom- 
petent persons without first obtaining a license therefor from the 
Department of Mental Hygiene. A. 1270 has become oan. 500 of 
the Laws of 1949. It provides that no blind person shall be denied 
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admission into any college or school of chiropractic or denied the right 
to take any examination or obtain a diploma or denied admission into 
an examination for a state license to practice chiropractic on the ground 
that he is blind. A. 1287 has become chapter 233 of the Laws of 1949. 
It amends the business and professions code by eliminating the pro- 
visions for the issuance of a drugless practitioner’s certificate. A. 3099 
has become chapter 287 of the Laws of 1949. It provides that the 
required physical examination of school teachers shall include a roent- 
genogram of the lungs every three years and that the results of such 
examination must indicate that the applicant is free from active tuber- 
culosis. 8S. 796 has become chapter 308 of the Laws of 1949. It amends 
the business and professions code by making it a misdemeanor for any 
person licensed under such code to conspire with any person not so 
licensed to violate any of the code provisions or to allow his license to 
be used by such person or to act as such person’s agent or partner. 
S. 1162 has become chapter 311 of the Laws of 1949. It amends the 
Welfare and Institutions Code relating to the licensing of hospitals by 
exempting therefrom county hospitals except that the Department of 
Welfare and Institutions shall investigate, examine and make reports on 
such hospitals and such hospitals shall submit pians of any additions 
or alterations to the department before their adoption. 


Connecticut 
Bill Enacted.—S. 600 has become Public Act No. 88 of the Acts of 
1949. It authorizes the medical examiner along with the coroner to 
order an autopsy and requires that such autopsy whether ordered by 
the coroner or the medical examiner shall be performed only by a 
certified pathologist. 
Delaware 
Bills Enacted.—H. Res. 42 was adopted May 12, 1949. It memorializes 
the Congress of the United States to refrain from imposing on the citizens 
of this nation any form of compulsory insurance or any system of 
medical care designed for national bureaucratic control. 8S. Res. 45 
was adopted May 2, 1949. It memorializes the Congress of the United 
States to refrain from imposing on the citizens of this nation any form 
of compulsory insurance or any system of medical care designed for 
national bureaucratic control. S. 282 was approved June 8, 1949. It 
appropriates the sum of $50,000 each year for the next two years for 
the detection of cancer, for research in cancer and for other purposes 
related to cancer prevention and control. 


Florida 

Bills Enacted.—S. 180 was approved May 16, 1949. It authorizes the 
Board of Examiners in the Basic Sciences to examine and license appli- 
cants desiring to practice medical technology which is defined as the 
science, art or technic of performing any laboratory tests or examination 
on or of the blood, blood serum, feces, urine, sputum, exudates, transu- 
dates, organ contents or any by-products thereof, from the human body, 
living or deceased, the results of which are used or interpreted by a 
practitioner of the healing arts in the practice of his profession. 8S, 329 
was approved June 7, 1949. It provides for the creation of a school of 
medicine and nursing at the University of Florida campus at Gainesville. 
S. 413 was approved June 7, 1949. It amends the food and drug act 
by including amphetamine and penicillin within the list of drugs which 
must be labeled in a certain manner unless sold on the written prescrip- 
tion of a member of the medical, dental or veterinary profession. 


Maine 

Bill Enacted.—H. 1582 was approved April 26, 1949. It amends the 
chiropractic practice act by requiring applicants to be examined in the 
additional subjects of electrotherapy, hydrotherapy, dietetics and 
bacteriology. 

Massachusetts 

Bill Enacted.—S. 606 has become chapter 183 of the Laws of 1949. 
It provides that a statement of fact or opinion on a subject of science or 
art contained in a published treatise, periodical, book or pamphlet shall, 
in the discretion of the court, and if the court finds that it is relevant 
and that the writer of such statement is recognized in his profession or 
calling as an expert on the subject, be admissible in actions of contract 
or tort for malpractice, error or mistake against physicians, surgeons, 
dentists, optometrists, hospitals and sanatoriums, as evidence tending 
to prove said fact or as opinion evidence; provided that the party 
intending to offer as evidence any such statement shall, not less than 
three days before the trial of the action, give the adverse party notice 
of such intention, stating the name of the writer of the statement and 
the title of the treatise, periodical, book or pamphlet in which it is 
contained. 


Ohio 
Bills Enacted.—S. 134 was approved May 26, 1949. It provides for the 
establishment of a commission to study the problem created by tempo- 
rary unemployment due to disability or sickness. S. 222 was approved 
June 8, 1949. It amends the narcotic act by including isonipecaine, 
amidone, isoamidone and keto-bemidone within the meaning of the 
words “narcotic drugs.’ 
Wisconsin 
Bill Enacted.—A. 215 has become chapter 130 of the Laws of 1949. 
It limits the practice of a chiropodist by providing that nothing contained 
in the act shall be construed to permit major surgical operations on the 
foot, or minor operations on the foot involving vascular diseases or 
diabetes except on the advice of one licensed under the medical practice 
act, or the treatment of conditions of the feet involving osteomyelitis, 
malignant diseases or syphilis, or the therapeutic use of roentgen rays 
and radium, or cutting operations involving the bones, ligaments, 
muscles, nerves or tendons of the feet. 
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ADDITIONAL BENEFITS FOR MEDICAL 
OFFICERS 


The Department of the Army announces that medical and 
dental officers will be given priority of consideration in assign- 
ment of quarters and their families will be allowed to accompany 
them on overseas tours of foreign duty. This policy recognizes 
the fact that medical and dental officers, as a result of the 
present shortage, are required to be on duty more hours per 
day than is normal, as well as to perform more than normally 
arduous duties. This policy is the latest step in a continuing 
campaign designed to relieve the shortage of medical and dental 
officers in the Army by making their military careers more 
attractive. Previous action in this direction includes: providing 
such officers with an extra $100 per month in pay, giving them 
every opportunity to pursue their specialties, assigning rank 
on the basis of civilian accomplishment and emphasizing stability 
of their assignments by making only an essential minimum 
number of transfers of these officers. 


REINSTATEMENT OF INTERN PROGRAM 
AT PERCY JONES HOSPITAL 


In a recent issue of the Bulletin of the U. S. Army Medical 
Department, announcement is made of the reinstatement of the 
intern training program at Percy Jones General Hospital, 
Battle Creek, Mich. This program has been inactive for the 
past two years and accordingly was not included in the approved 
list published in the Internship and Residency Number of Tue 
JournaL (May 14, 1949). The Surgeon General’s Office has 
stated that the training to be offered will be of the same high 
caliber as that conducted in other approved army hospitals. 
Applicants interested in this internship should refer to the 
Educational Number of THe JouRNAL, to be published in Sep- 
tember, for confirmation of its approved status. 

Further announcement was made that the residency programs 
at Percy Jones General and at Madigan General hospitals are 
being temporarily inactivated, due primarily to a shortage of 
personnel. When residents become available for assignment to 
these hospitals, reinstatement of these programs to an approved 
status is contemplated. 


MEDICAL INDEXING 


The Consultant Committee on Medical Indexing, Office of 
the Surgeon General, held its fifth meeting May 1, at which Dr. 
Raymond L. Zwemer, executive secretary, National Research 
Council, gave an over-all picture of UNESCO in relation to 
the indexing problem. The Medical Indexing Committce 
adopted the following resolution to be transmitted to the 
UNESCO Interim Co-ordinating Committee: “Resolved that 
indexing is a matter of primary importance in the management 
of medical literature.” In the afternoon, Ralph R. Shaw 
explained the principle of the Bush Rapid Selector. In a prac- 
tical demonstration, selections were made from films running 
at the rate of 60,000 entries per minute. 

The Surgeon General of the Army, at the invitation of 
UNESCO, sent Dr. Sanford V. Larkey as an observer to the 
meeting of the Interim Co-ordinating Committee on Medical 
and Biological Abstracting held in Paris, June 1-4. Dr. Henry 
R. Viets, Boston, is the observer for the American Medical 
Association on this Interim Co-ordinating Committee. 


— 


MONTHLY MEDICAL MEETING 


At the Surgeon’s General monthly medical meeting at Walter 
Reed Hospital, Washington, D. C., June 16, Dr. Brian Blades, 
of George Washington University Medical School, discussed 
arteriovenous fistulas of the lung, and Colonel James H. Forsee, 
of Fitzsimons General Hospital, Denver, “Estimation of Pul- 
monary Function in Thoracic Surgery.” 


VISITING PHYSICIANS FROM GERMANY 
AND AUSTRIA 


The Office of the Military Government of the United States 
Zone in Germany sent seven German physicians to the United 
States in March of this year for three months of study and 
travel, including visits to outstanding public health and medical 
centers in this country. 


Following are the German physicians who participated: 


Dr. Kurt Felix, professor of physiology and physiologic chemistry, 
University of Frankfurt. 

Dr. Rudolph Geissendoerfer, chief of the surgical clinic, University of 
Fraikfurt. 

Dr. Wolfgang ora chief of the radiobiological department, Uni- 
versity of Ma 
r. Walter von ae chief of the Neurological and Psychiatric 
Clinic of Nuremberg and professor at the University of Erlangen. 
r. Werner K. Wagner, professor of neurology and psychiatry, Uni- 
versity of Munich. 

Dr. Herbert Wendel, research assistant at the Pharmacological Insti- 
tute of Berlin. 

Wilhelm A. Wiskott, professor of pediatrics, University of Munich, 
and director of the Children’s Hospital. 


The Military Government of Austria made similar arrange- 
ments for the following Austrian physicians: 


Dr. Hermann Chiari, Se of the Institute for Pathological Anatomy, 
University of Vie 

Dr. Otto Kauders, director of the Clinic for Psychiatry and Neurology, 
of Vienna. 

Dr. Herbert mgd seen to the director, First Chirurgical Clinic, 
University of 

Dr. Leopold Arzt, "chief, Clinic for Skin and Venereal Diseases, Uni- 
versity of Vienna 

Dr. Camillo Wiethe, professor in the University of Vienna and chief 
of the University Clinic for Ear, Nose and Throat Diseases. 

Dr. Otto Schumann, director of the Pharmacological Institute, Uni- 
versity of Innsbruc 

Dr. Erich Zdancky, Medical Radiology, University of Vienna, and 
head physician of the Central-Roentgeninstitute, General Hospital. 

Dr. Tassilo Antoin, professor of obstetrics and gynecolo y and director 
of the First Clinic for Obstetrics and Gynecology of Vienna. 


ACCEPTED FOR COURSES IN CIVILIAN 
INSTITUTIONS 


The following Medical Department officers have been accepted 
for courses in the civilian institutions indicated: 


Col. E. L. Olson Gill aeogariol Eye, Otolaryngology 
and Throat Hos- 
, Roanoke, Va. 

of Michi- Ophthalmology 

an, Ann Arbor, an 

ter, State University 

lowa, Iowa C 

Johns Hopkins Otorhinolaryngology 
versity, Baltimore 
Indiana Universit Otorhinolaryngology 
Medical Center, Indi- 


anapolis 

Lieut. Col. Byron G. McKibben ies Universit Otorhinolaryngology 
Medical Center, Indi- 
anapolis 

Lieut Col. Oscar P. Moffitt Jr. Indiana Universit 
Medical Center, 

ana s 

Philadelphia Peycho- Psychoanalysis 

pr nstitute, 

Pp 


Col. Arnold A. Albright 


Col. Wilford F. Hall 
Col. Vernon J. Erkenbeck 


_ Otorhinolaryngology 
Lieut. Col. Lucio E. Gatto 


Capt. Si F. Moorehead Columbia Vevey Orthopedic surgery 

College of Physician 

and Surgeons, New 

York 

Capt. Thomas R. Plowright Fresno General Hos- Pediatrics 

pital, Fresno, Calif. 

First Lieut. Paul C. Olfelt inneapolis General Intern training 
Hospital, Minneapolis 

First Lieut. Jack W. Passmore Sqeqen Heart Hospi- Intern training 

l, Spokane, Wash. 

First Lieut. Joel H. Richert West Suburban Hos- Intern training 

mat Assn., Oak Park, 


First Lieut. Charles W.Hanford St. Mar Ny oe Hos- Obstetrics and 
itals, Loui gynecology 
First Lieut. Merlin H. Johnson lowa State Ps cho- Psychiatry 
First Lieut. Edward O. Bierman Fi Furmin Deslage Hos- Ophthalmology 
First Lieut. James C. Bell Colorado Gananal Hos- Medicine 


First Lieut. Albin J. Sowka 


Mary ‘Nazareth General surgery 
Hospital, Chicago 
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NAVY 


CERTIFIED BY BOARDS 


The following additional Naval medical officers have recently 
been certified by American boards: American Board of Pre- 
ventive Medicine and Public Health, Capt. Richard H. Fletcher 
and Capt. Thomas J. Carter; American Board of Dermatology 
and Syphilology, Capt. Charles D. Bell; American Board of 
Pathology, Commanders William W. Ayers and William O. 
Umiker and Lieut. Comdr. Carl M. McCandless. 


DUTY UNDER INSTRUCTION 


The following medical officers have been nominated for duty 
under instruction in the Navy's Postgraduate Training Pro- 
gram: Commanders Oscar T. McDonough Jr., Washington, 
Pa., to a residency in surgery at the Naval Hospital, Phila- 
delphia; Nelse O. Olson, San Francisco, to a residency in 
ophthalmology at the Naval Hospital, Long Beach, Calif. ; 
Edward P. Slosek of Nashua, N. H., to a fellowship in surgery 
at the Lahey Clinic, Boston; Phillips L. Claud of Portsmouth, 
Va., to instruction in radiology at the University of Pennsyl- 
vania Graduate School of Medicine, Philadelphia; Evan C. 
Stone Jr., of Minot, N. D., to a residency in surgery at the 
Naval Hospital, Chelsea, Mass. Lieutenant Commanders Robert 
F. Christoph, Des Moines, Iowa, to a fellowship in surgery at 
Northwestern University Medical School, Chicago; Watson B. 
Larkin,, Denver, to a residency in otolaryngology at the Naval 
Hospital, NNMC, Bethesda, Md.; Earl C. Wolf, Naperville, II1., 
to a residency in otolaryngology at the Naval Hospital, Phila- 
delphia; Lieut. Vorris M. Reist, Oberlin, Kan., to a residency in 
obstetrics and gynecology at the Naval Hospital, Long Beach, 
Calif.; Lieutenants (jg) James M. Cole, Cuba, N. Y., to a resi- 
dency in otolaryngology at the Naval Hospital, Philadelphia ; Paul 
A. Jarand of Farina, Ill., for duty under instruction in aviation 
medicine at the School of Aviation Medicine and Research, 
NAS, Pensacola, Fla. Raymond J. Leffler, Sayre, Pa. to a 
residency in pathology, Naval Medical School, NN MC, Bethesda, 
Md.; Gerald A. Martin of Wilmore, Ky., for duty under 
instruction in internal medicine at the University of Maryland 
Hospital, Baltimore, Md.; Delmar W. Ruthig of Saginaw, Mich., 
for duty under instruction in preventive medicine at the Johns 
Hopkins University School of Hygiene and Public Health, 
Baltimore; Robert C. Trout, Columbus, Ohio, to a residency in 
surgery at the Naval Hospital, Philadelphia; James H. Watts 
of Ansley, Neb., for duty under instruction in otolaryngology 
at the University of Illinois College of Medicine, Chicago; Paul 
D. Doolan of Hamden, Conn., to a residency in internal medi- 
cine at Georgetown University Hospital, Washington, D. C.; 
Alfred K. Hawkes, Goulds, Fla., to a residency in otolaryn- 
gology at the Eye, Ear, Nose and Throat Hospital, New 
Orleans, and Frank Ostapowicz, West Nanticoke, Pa., to a resi- 
dency in obstetrics and gynecology at the Naval Hospital, 
Philadelphia. 


DEDICATE NEW RESEARCH 
LABORATORIES 


The new laboratories of Naval Medical Research Unit 4 at 
Great Lakes, Ill, were dedicated on June 13, at which time 
Rear Admiral Clifford A. Swanson, Surgeon General of the 
Navy, gave the principal address. This research unit, which 
was formerly at the Naval Hospital, Dublin, Ga., is one of 
several Naval research units located in the United States and 
other parts of the world. With the transfer of the Naval hos- 
pital at Dublin to the Veterans Administration, it was decided 
to relocate this research unit at Great Lakes, where there is a 
large Naval training center, thus making available unique 
opportunities for research on diseases of the respiratory tract. 
This unit is under the command of Lieut. Comdr. John R. 
Seal, M.C., and has already gained recognition for contributions 
on rheumatic fever. 


FIRST ACTIVE DUTY 


Lieutenants (junior grade) in the Medical Corps Reserve 
recently nominated for their first active duty as interns are as 


follows: 
Eugene R. Baker 


Memphis,Tenn. Naval Hospital, Oakland, 
Calif. 


William J. Collier Albany, Mo. Naval Hospital, NTC, 
Great Lakes, 
Urbandale, Moberly, Mo. Naval Air Technical Train- 
ing Center, Memphis, 
enn. 


Naval Hospital, NTC, 
Great Lakes, Ill. 


“H” Frank Holman 


Donald F. Robinson Danville, Il. 


James M. Smith Mason, Ohio aged Meepteal, San Diego, 
alif. 


NEW REGULAR OFFICERS 


The following medical officers on active reserve status have 
been appointed as lieutenants (jg) to the Regular Navy Medi- 
cal Corps: 

Robert K. Barton, Fountain City, Ind.; James M. Cole, Cuba, 
N. Y.; Keith M. Coverdale, Fort Wayne, Ind.; Edward L. 
Mahon Jr., Kerrville, Texas, and Frank Ostapowicz, West 
Nanticoke, Pa. 


PERSONAL 


Rear Admiral Clifford A. Swanson, Surgeon General of the 
Navy, was awarded ‘an honorary Doctor of Laws degree by 
Northern Michigan College of Education at Marquette, Mich., 
on June 18. Admiral Swanson, who is a native of Marquette, 
joined the Navy in 1925, after receiving his M.D. degree from 
the University of Michigan. 

Dr. Lemuel T. Moorman of Florence, S. C., has been nomi- 
nated for appointment as lieutenant (jg) in the Medical Corps 
Reserve and on acceptance will be assigned to the Medical 
Center, Bethesda, Md., as an intern. 


AIR 


TEMPORARY POSITION FOR MEDICAL 
OFFICER 


A vacancy exists in the headquarters of the Brookley Air 
Force Base, Alabama, for a Medical Officer (P-5) at a salary 
of $6,235.20 per annum. Applications will be received until the 
needs of the service are met. Appointees will be given a tem- 
porary appointment pending the establishment of registers for 
regular probational appointments by the Civil Service Com- 
mission. This is a temporary interim period appointment. 
Applicants must be not less than 18 or more than 62 years 
of age, except in cases of veterans. Among the duties are: 
the diagnosis and treatment in internal medical cases and 
venereal diseases, surgery including the reduction of simple 
fractures, hemorrhoidectomies, blood transfusions, appendec- 
tomies, hernia, diagnosis of tuberculosis, the emergency treat- 
ment in obstetric and pediatric cases and roentgenology. The 
appointee must be able to supervise some 15 enlisted men 


FORCE 


assigned as ward attendants and other personnel assigned to 
the laboratory or the x-ray room. Applications should be 
submitted on standard form 57 to the employee utilization 
branch, Room 117, Building T-50, Brookley Air Force Base, 
Alabama. Application forms may be secured from that address 
or from any first or second class post office. 


ESTABLISH AIR FORCE MEDICAL RESERVE 

General Hoyt S. Vandenberg, Chief of Staff, U. S. Air Force, 
announces that applications are being received for commissions 
in the newly created Air Force Medical Reserve. Physicians, 


dentists, nurses and other medical personnel who served with 
the Army Air Forces during the war may make application 
through the Air Adjutant General, U. S. Air Force, in Wash- 
ington, D. C. 
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AIR FORCE MEDICAL SERVICE 


The organization of a medical service within the Air Force 
has been announced, following directives issued by Secretary 
of Defense Louis Johnson. The new Air Force medical service, 
it is said, will provide better flexibility and control for Air 
Force medical services and requirements and will provide more 
efficient and equitable coordination under unification of control 
within the national military establishment. No duplication will 
exist under the new organization, since the Air Force previously 
had a medical service which, however, was under Army control. 

The Air Force plans are designed to correct the major objec- 
tions of professional persons to a career in the Armed Forces. 
An attractive career program will assure opportunity for medi- 
cal and scientific advancement. Air Force physicians will have 
opportunities for advanced training in clinical medicine and 
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research in aviation medicine, and they will be given every 
possible opportunity to pursue their specialty. Professional 
facilities of General Hospitals and Laboratories, approved 
civilian institutions and Air Force facilities will be used to 
provide training tours. Medical officers will continue to receive 
the extra $100 per month, and those who qualify for flying duties 
will receive additional hazard pay. 

The officer personnel will consist of regular, reserve and 
national guard Air Force medical officers. A comprehensive 
plan for career development includes postgraduate training to 
provide the highest standard of medical care and insure the 
professional stature of individual officers. 

Major General Malcolm C. Grow, Surgeon General of the 
Air Force, has been elevated to an organizational and func- 
tional position directly under the Chief of Staff of the Air Force. 


PUBLIC HEALTH SERVICE 


NEW ASSISTANT SURGEONS GENERAL 


In ceremonies in Washington, June 7, three new Assistant 
Surgeons General were inducted into office by Surgeon General 
Leonard Scheele. They are: Otis L. Anderson, Vane M. Hoge 
and Lucile Petry. Dr. Hoge has been a member of the Regular 
Corps since 1928, and Dr. Anderson, since 1930. Miss Petry 
is the first woman in the 150 year history of the Public Health 
Service to hold the rank of Assistant Surgeon General. She 
is a native of Ohio, formerly was instructor at the Johns 
Hopkins Schools of Nursing and the Yale University School of 
Nursing and assistant director of the University School of 
Nursing. 

Surgeon General Scheele also announced appointments to two 
newly created Public Health Service divisions: Dr. Estella 
Ford Warner, chief of the Division of States Grants, and Dr. 
Chapman, chief of the Division of Chronic Disease. Dr. Warner, 
who is the first woman ever to be commissioned in the Regular 
Corps, has been with the Public Health Service since 1931. 


Dr. Chapman, who has been with the Public Health Service — 


since 1939, was former assistant chief of the Division of States 
Relations, and previously he served with the state health depart- 
ments in New Jersey, Delaware and West Virginia, and with 


the Norfolk, Va., health department, of which he was com- 
missioner. 


ALL STATES NOW IN THE HOSPITAL 
CONSTRUCTION PROGRAM 


The U. S. Public Health Service announces that the State 
Hospital Construction Program for Nevada has been received 
and approved; thus, all the states and territories are now 
included in the National Hospital Construction Program, 
whereby they become eligible for federal financial assistance 
to build hospitals and related health facilities. By June 1, 
797 projects had been given at least initial approval by the 
Surgeon General; the total estimated cost for these buildings 
is $483,403,883. The federal share of this cost is $149,006,657. 
There are 387 of these projects actually now under construction. 


SECOND WORLD HEALTH ASSEMBLY 


Surgeon General Scheele has been named Chairman and Chief 
Delegate of the United States Delegation to the Second World 
Health Assembly, which will be held in Rome, June 13-July 2, 
1949. Following is the list of the other United States Delegates 
to the Assembly: 

Delegates 


ard S. Rogers, M.D., Dean, School of Public Health, University 
of Berkeley. 


Mrs. Louise Wright, “Chairman, Chicago Council on Foreign Relations. 


Alterna 
Howard B. Cald sna Division “y United Nations Economic and 
Social Affairs, Dovestman tate. 
eS van Zile Hyde, M. Db? United States Representative on the Execu- 
e Board of the World Health Organization; Medical Director, U. S. 
Public Health, Federal Security 
Jam er, M. D., Member, Board of Trustees, American Medical 


Rang 
Congressional Advisers 


The Honorable Alien J. Ellender, United States Senate. 
The Honorable Joseph L. Pfeifer, House of Representatives. 


Advisers 
R. W. Babione, Captain M. ~t U.S.N., Bureau of Medicine and 
Surgery, Department of the Nav 
Katharine E. Faville, Dean and Professor of Nursing, College of 
Wayne University, Detro 
Felix, Director, National Institute of Mental Health, 
U. S. Public Health oe Federal Security ency 
rge M. Ingram, Acting Chief, Internationa ‘Administration Staff, 
Office of ae ations Affairs, Department of State. 
David B. Lee, State Sanitary Sagineer of Florida; President, Con- 
ference of State Sanitary Enginee 
Knud Stowman, Chief, iisreantion and Research, Office of Inter- 
national Health Relations, VU. S. Public Health Service, Federal Security 


ency. 
= be Switzer, Assistant to the Administrator, Federal Security Agency. 


Executive Secretary 
William H. Dodderidge, Division of International Conferences, Depart- 


ment of State. 
Assistant Executive Secretary 
Anthony M. Tapogna. 
Administrative Assistant 
Elizabeth G. Prichard, Special Assistant to the Surgeon General of the 
U. S. Public Health Service, Federal Security Agency. 
Documents Officer 


M. Duggan, Division of International Conferences, Department 
te, 


VETERANS ADMINISTRATION 


TRAINING DISABLED VETERANS 


The Veterans Administration announces that during the past 
six years more than 94,000 disabled World War II veterans 
have been fully trained under Public Law 16 to earn a living. 
These veterans have been rehabilitated after completing their 
class room, on the job or on the farm training; of this number, 
24,800 completed work in colleges and universities, 18,000 gradu- 
ated from schools below college level, 50,800 finished their job 
training courses and 870 finished institutional on farm training. 
Public Law 16 was enacted by Congress in 1943 to restore 
veterans to employability lost because of a disability incurred 
in or aggravated by service in the armed forces between Sept. 
16, 1940 and July 26, 1947. On May 1 there were 218,957 
veterans in training under this law, about half of them in 
schools and colleges. 


RESIDENCIES AVAILABLE 


Three residencies in anesthesia are available beginning July 1 
in the Veterans Administration Hospital at Richmond, Va. 

Several residencies in neuropsychiatry will be available in 
the near future in the Veterans Administration Hospital, North 
Little Rock, Ark. Information may be obtained from the 
Director of Professional Education in the hospital. 


PERSONAL 
Dr. Major W. Gasper has been named manager of the 
Veterans Hospital at Wilmington, Del. He is a veteran with 
four years’ service in the recent war and a graduate of the 
University of Michigan Medical School and formerly was in 
private practice. 
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— PHYSICIANS SEPARATED FROM SERVICE 


ARMY MEDICAL CORPS OFFICERS RECOMMENDED FOR/OR RELIEVED FROM ACTIVE DUTY 


Alabama Illinois Louisi Continued 
Hood, Willis S............ .Birmingham Baker, Lester..................- Chicago Morrow, Robert L. Sr....... Plaquemine 
m, Lawrence Gadsden Blichert, Peter A............... Chicago Stewart, William H........ New Orleans 
McLallen, Clyde D. Jr...... Birmingham Brock, Robert P................ Chicago Weiss, Gerald N........... New Orleans 
Majors, Webster B.......... Birmingham Duncan, Robert J.............. La Salle , 
Mowry, Robert W.......... Birmingham Dwyer, John C. Jr.............. Chicago Maine 
Woodall, William M. Jr..... Birmingham Falconer, David J............... Buffalo Blodgett, Frederic M.......... Bucksport 
Arka Felts, James A....c..cccccccsess Marion Herrmann, Albert C........... Baltimore 
Goldman, Leonard.............. Chicago Hoffman, Elmer...-........... Baltimore 
Applegate, Charles S. Jr......... Rogers Gonda, Thomas A.............. Chicago McKusick, Victor A............ Guilford 
Clark, Charles G............ Arkadelphia Halvorsen, Martin H............ Chicago Marylan d 
Irvin, Jack M......0-.se0e5: Little Rock Hands, Alexander P........... Riverside t, Eben T Baltimore 
Jernigan, George C. Jr........... Rector Hart, George M. Jr.............-. Elgin Claude C_ jr. ring 
Kersh, Noah Bruce........... Monticello Hirshfield, Hymen J............ Chicago 
Moore, Raymond T........... Marshall Interlandi, Joseph............... Chicago 
Wright, Harold B........... Little Rock Johnson, Robert E.............. 
oseft, Herbert S............... icago Needham 
Crane, Jackson T.............. Hayward Marzinelli, Ferdinand J......... Chicago D'Ambrosio, Francis A......... Medford 
gg eller, Norman Cicero Fremont-Smith, Paul.......... Brookline 
Halpern, Riche Saslow, Ernest Chicago Herman, Brighton 
Hern Pp cific Shrifter, Norman............... Chicago Lopatin, Edward.............. Worcester 
Fd Wee Stone, Richard W............... Chicago Morgan, Councilman.......... Cambridge 
Mill “Ww est Ton da Vinciguerra, Peter L............ Chicago Savak, Joseph E........... Newburyport 
Edward E........... Chicago Shaw, Robert S............. Auburndale 
Palmer, Robert F......... San Francisco Indiana Sorrel, Sydney M...........+: Somerville 
Payne, Donald I..............- Lakeport Blessinger, Louis H........ Huntingburg 
Schneider, Charles L........... Glendale Vincennes Michigan 
Lo Green, Morris............... Indianapolis Fink, Jack Detroit 
Her rt Henderson, Francis G............ Monon’ Gostine, Edmond Detroit 
mith, Milter nge'es Hughes, Richard R......... Indianapolis Gregory, Louis J............. Petersburg 
Smith, R isan peeeeaeens Oakland Jackson, John F............ Fort Wayne Hildebrand, John E.............. Detroit 
‘Aa “le Johnston, Richard M........ Fort Wayne Juzek, Robert H............ Ann Arbor 
€s  Jope, Clifford H............ Indianapolis eader, Samuel A.......... Battle Creek 
agner, John D...........++. Needles Kellam, Leewan R.............-- Culver Newcomer, Delbert V........ Kalamazoo 
Wolf, Louis es Miller, Rushville Straith, Richard E............... Detroit 
Levine. Ed orado D Moriarty, Indianapolis Minnesota 
wer Morrow, Andrew G......... Indianapolis Berge, Harry L............. Minneapolis 
Maxwell, Ned stead Murray, Indianapolis Gholz, Anthony C........... Minneapolis 
Connecticut Paine, George E........eceesees Elkhart Kelly, William D............... St. Paul 
Hughes, Geo S Sari Popplewell, Arvine G....... Indianapolis McDonald, Roger K......... Minneapolis 
h leer Ed Kensi Ringenberg, Jordan C......... Woodburn Phillips, Frederick E............ Eveleth 
Scheer, Edward H........... ensington Westfall, John B............... Lebanon Rukavina, John G.............. Hibbing 
Simburg, Earl J............ New Haven Duluth 
Spelman, J oseph New Iowa Stowens, St. Paul 
Spire, Lyman “J”......++++..00 Stanfor Baird, William A........... Des Moines 7 
ongewaard, F.......... efferson man, Harold xifor 
Milnor, William R. Jr.......Wilmington Newland, Don Belle Plaine Graves, O. Laurel 
; ielsen, Arnold T........... Des Moines Johnson, Howard C............. rint 
Davis, Quinn, Thomas J. Jr.......... Davenport Jones, James C 
Dorsey, William R.......... Washington Kansas Riemann, Ernest T. Jr.......... ulfport 
Jongh Washington Harris, Norvan Bird City Missouri 
Greer, Dan Washington Morris, Merle Topeka Andrew, William F............ Richmond 
rt Nicolay, Kenneth S.............. Abilene Bussmann, Donald W.......... St. Louis 
ashington Nininger, Eugene V......... McPherson Crawford, Oral B. Jr.......... Columbia 
j Florida Shonyo, Elwyn S............... Bushton Jacobs, Morton.............. Kansas City 
. . Muckerman, Richard I........ St. Louis 
Harrison, Everett M........... Dunedin Kentucky Norman, Ruskin C..............05: Ava 
:--Orlando Bertram, Herbert M. Jr......Vanceburg Price, William St. Louis 
r, Walter J............ Miami Beach Clark, Daniel E Frankfort 
Warfield, Charles I........ Miami Beach Corder, Vernon W........... -Louisville Montana 
Wolkowsky, Melvin........ Miami Beach Davis, William A.............. Pikeville Coleman, Daniel H................ Butte 
Georgia Gordon, Armond T............ Louisville Nebr 
Hawn, William F........... Barbourville Gauchat, August C.............. Auburn 
Morris, Albert ee aes Atlanta Lambert, Charles R............. Ashland Greene, Daniel E................ Omaha 
Reisman. Edward D PERSE aE th Atlanta Merchant, George B. Jr....... Louisville Jones, Aubrey H................ Lincoln 
Rice, Robert ET ail Atlanta Williams, James P. Jr....... Crutchfield Keast, Robert W................ Omaha 
Rogers, Edward A. jr sap igen Pelham Witten, Raleigh E............ Paintsville Truhlsen, Stanley M............ Herman 
Walter, Floyd Chambe 
Stapleton, James W............ Stapleton ter, Floyd rs 
Idaho Gladney, William P............. Homer New Jersey 
Collins, John P........ .....+-Blackfoot Harmon, Derwin K. ...... Church Point Bruno, Michael S............. Patterson 
Rosenheim, Gustav E..............Boise Henderson, Jesse L........New Orleans Elwell, Robert W............... Camden 
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New Jersey—Continued 


Gladstone, Albert L............ Paramus 
Goldstein, Herbert H........... Newark 
Hallinger, Leonard N......... Irvington 
Jackson, Richard S............ Elizabeth 
Kilbourne, Edwin D.......... Ridgewood 
Marsh, Raymond R.............. Leonia 
Martin, William J............. Freehold 
Moore, Duncan L. Jr........ Jersey City 
Van Meter, Ralph H............. Salem 
Weiss, William I............... Newark 
New York 
Barnett, William J.......... Schenectady 
Beyers, Milton R............... Babylon 
Blumenthal, Mortimer J....... Brooklyn 
Caccese, Anthony.............. Brooklyn 
Clever, Robert Brewster 
Dorrance, William R............ Albany 
Bronx 
Gutner, Leonard B............. Yonkers 
Gutstein, William H.............. Bronx 
Hayeslip, David W.............. Albany 
Hoffman, Sidney............... Brooklyn 
Isaacson, Norman H........... Brooklyn 
James, Wilbert L............. Rochester 
Kalmanson, George M....Elmhurst, L. I 
Kaufman, Edwin H............ Brooklyn 
Kessler, Walter R............ New York 
Lowenthal, Martin............. Brooklyn 
Mazzeo, Albert A............ Newburgh 
Mernit, Arthur H............ New York 
Moore, Thomas J............. Bronxvii : 
Nevin, Marshall I............. Brooklyn 
Geneva 
Reiss, Richard A............. New York 
Brooklyn 
Middletown 
Rosenthal, Donald J.......... New York 
Rowley, Carleton D............. Walton 
Schopp, Robert C............ Tonawanda 
Scow, Robert O.............. New York 
Silberstein, Frederick H....... Brooklyn 
Stelter, John H. Jr.......... Woodhaven 
Stevens, Harold G........... Binghamton 
Stunkard, Albert J........... New York 
Swartout, Roy III............... Buffalo 
Tiffany, William J. Jr..West Brentwood 
Wiseman, Richard D........... Syracuse 
North Carolina 
Alderman, Edward H........ Four Oaks 
Brown, William T. Jr........... Hamlet 
Dickson, Laurie C. Jr......... Charlotte 
Milford, Morgan T............ Charlotte 
Newsome, Henry C. Jr..Winston Salem 
Singletary, William V.......... Durham 
Thompson, Frederick A. Jr....... Lenoir 
North Dakota 
Geiser, Peter M........... New England 
Ohio 
Arduino, Lino Dayton 
Burkhart, William E.......... Columbus 
Camp, Harry W. Warren 
Davison, Robert A............ Columbus 
Denison, Adam B. .. Shaker Heights 
Glasgow, Robert E............... Akron 
Goldsmith, Richard E......... Cincinnati 


Ohio—Continued 
Hartung, Walter H. Jr.......... Toledo 
Toledo 
Hoffman, Ernest Jr............. Findlay 
Hugenberg, William C......... Norwood 
Larsen, William Lima 
Murphy, Roland V.............. Toledo 
Pollock, Sterling G.............. Canton 
Roesemann, Richard C........... Elyria 
Schneider, Lawrence J........ Cincinnati 
Bethel 
Sommer, Robert R........... Grove City 
Wildblood, Harry M....... E. Liverpool 
Oklahoma 
Grigsby, Orville Spiro 
Lewis, Ceylon S. Jr........... Muskogee 
Matthews, Virgil D. Jr....... Muskogee 
Ungerman, Milford S............. Tulsa 
Waterbury, Cecil R............. Apache 
Oregon 
Ferrin, Allan L..........:; Cottage Grove 
Baker 
Hirschler, Arthur E. Jr........... Baker 
Maris, Robert W.............- Portland 
Pennsylvania 
Beckert, Rudolph H......... Philadelphia 
Ciaiola, Louis Titusville 
Conti, Alfred R.............. Pittsburgh 
Gosfield, Edward Jr........ Philadelphia 
Graham, Thomas F............-. Yeadon 
Gregg, Lester O............. Pittsburgh 
Hayman, Harry B............... Yeadon 
Horn, Harold R. Jr......... Jenkintown 
Tobet, Charies Emmaus 
Levinsky, Walter J............ Meadville 
Mather, Robert W.............. Latrobe 
Miller, Howard S.............. Scranton 
Moore, Richard D......... West Chester 
Nayfield, Chester L......... Mt. Carmel 
Pittston 
Ritter, Dale W............. Jersey Shore 
Russell, Robert M......... Burgettstown 
Rhode Island 
Holden, Donald H............. Pascoag 
South Carolina 
Alexander, William M........... Seneca 
Allen, Albert S...............- Columbia 
Davis, Wirt L. Jr............ Darlington 
Gramling, Zachariah W..... Orangeburg 
Hanna, Charles B................ noree 
Hester, Lawrence L. Jr... Mount Carmel 
Irwin, Charles W. Jr.......... Columbia 
Massengill, Paul R........... Greenwood 
South Dakota 
Hermanson, John M......... Dell Rapids 
Tennessee 
Bellott, Arthur L. Jr........... Memphis 
Hoffman, Walter K. Jr........ Memphis 
Jones, George P. Jr............ Memphis 
Jordon, Robert G. Jr........ Brownsville 
Miller, Harold Memphis 
Moore, Fontaine B. Jr......... Columbia 
Nash, Thomas P. III........... Memphis 
Nichols, Howard J............ Nashville 
Weatherly, Jack............... Memphis 
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Texas 
Houston 
Fergeson, Maurice L.............. Waco 
Glass, Walter W. Jr........ Port Arthur 
Green, Adam D............ Weatherford 
Hamilton, Hinton H. Jr......... Abilene 
Herrmann, Cornelius L.....San Antonio 
Holt, Joseph G. Jr.......... Stephenville 
Hood, Francis T. N. Jr........... ano 
Hunt, Thomas E. Paris 
James, Powhatan W. Jr........ Houston 
Josephs, Zelig M.............. Marshall 
Leblanc, Charles E......... Port Arthur 
Montgomery, Philip O............ Dallas 
Morgan, Ray M. Jr......... Brownwood 
Moore, Thomas O. Jr.......... Houston 
Nau, Cornelius H.......... San Antonio 
Nichols, Thomas K.............. Atlanta 
Reiter, Charles Jr............. Kerrville 
Robinson, William T........ Big Spring 
Sellman, Willard C............... Dallas 
Sleeper, Harold G. Jr............. Waco 
Youngberg, Stephen A............. Elsa 
Utah 
Cox, George T........... Salt Lake City 
Harmon, Hallard B...... Salt Lake City 
Harmston, Gordon J.............. Logan 
Hulme, Harold B................. Manti 
Nielson, Paul E.......... Salt Lake City 
Vermont 
Common, Martin Jo... Rutland 
Judd, James M......... Randolph Center 
Rarven, Victor Lo... Burlington 
Rousseau, David G........... Grand Isle 
Virginia 
Kroutil, Ludwig C............ Alexander 
McCarrick, James P............. Louisa 
Talley, Daniel D. III.......... Richmond 
White, Stanley W.................. Odd 
Whittle, Joseph P............ Petersburg 
Zearfoss, John E. Jr.......... Alexander 
Washington 
deRoetth, Andrew.............. Spokane 
Holst, William D................ Seattle 
Pierce, George E............... LaCross 
Queen, Dan M................- Spokane 
Rogers, Richard A............... Seattle 
Skinner, Henry H. Jr........... Yakima 
West Virginia 
Starling, John C............. Charleston 
Wisconsin 
Dockery, Joseph N....... So. Milwaukee 
Holly, Roy Waupaca 
Nadeau, Emile G. Jr......... Green Bay 
Teitgen, Ralph E............. Milwaukee 
Vig, Edward Viroqua 
Weffer, Joseph F............... Madison 
Wyoming 
Newman, John R............. Kemmerer 
Hawaii 
Choy, Deke Ca Honolulu 


Min, Thomas S. Honolulu 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ARIZONA 


State Association Appoints Executive Secretary.—Mr. 
Carl A. Peachy, formerly of Toledo, Ohio, has been employed 
as executive secretary of the Arizona Medical Association. Mr. 
Peachy was associated with the Academy of Medicine of Toledo 
and Lucas County. 

CALIFORNIA 


Positions in Psychiatry Open.—The California State Per- 
sonnel Board has scheduled a nationwide civil service examina- 
tion to select candidates for positions for chief psychiatrist, 
correctional institution. The psychiatric duties are concerned 
principally with examinations of inmates and individual and 
group therapy. The final date for filing applications is August 6. 
The examination date is August 27 and the salary range is $644 
to $782. Applications may be obtained from the State Personnel 
Board in Sacramento, San Francisco or Los Angeles. 


Stanford Remodels Radiology Department.—Installation 
of six new major pieces of x-ray equipment and complete 
remodeling of the department of radiology in the Stanford 
University Hospital and Medical School in San Francisco has 
been announced, at a total cost exceeding $100,000. New dark 
rooms, drying rooms, filing space, consultation room, a class 
room, ‘and film interpretation rooms are included in the ‘remodel- 
ing work, which has also provided two new waiting rooms. 
The diagnostic division of the radiology department now handles 
more than 1,600 patients a month. Dr. Henry S. Kaplan, pro- 
fessor of radiology and director of the department, has also 
established an experimental radiology laboratory in the Ruth 
Lucie Stern Research Building on Clay Street, opposite the 
hospital. Experimental cancer research, supported by funds 
from the National Cancer Institute, is being carried on by 
members of the radiology staff in this laboratory. 


CONNECTICUT 


Personal.—The University of Chicago at convocation exer- 
cises in June awarded Dr. Ross G. Harrison, Sterling professor 
of biology at Yale University, New Haven, the Doctor of Science 
degree for “his ingenious experimental methods and brilliant 
analysis which have signally advanced knowledge of the nervous 
system.” 

Research on Biology of Syphilis.—The New Britain Gen- 
eral Hospital will receive a grant of $22,302 from the National 
Institute of Health for the continuation of its program in 
research and basic study of the biology of syphilis. The pro- 
gram is under the direction of Paul D. Rosahn, pathologist in 
charge of the laboratories of the hospital. This is the fifth 


successive grant received for this research work, and the total - 


amount of grants is about $150,000. 


ILLINOIS 


State Medical Election.— The Illinois State Medical 
Society, at its recent annual meeting in Chicago, installed Dr. 
Walter D. Stevenson, Quincy, as president, selected Dr. Harry 
M. Hedge, Chicago, as president-elect and reelected Dr. Harold 
M. Camp, Monmouth, secretary-treasurer. 


Chicago 

Professor Day to Retire.— Dr. Alexander A. Day, pro- 
fessor of bacteriology and chairman of the department, North- 
western University Medical School, will retire August 31. A 
member of the faculty for 37 years, he was given a citation by 
the University Senate at commencement June 13. Farewell 
parties for him and Mrs. Day were given in June by Alpha 
Chapter of Phi Rho Sigma medical fraternity and by members 
of the bacteriology department faculty. 


Personals.—Dr. Ulysses Grant Dailey, Chicago, delivered 
the annual Cassasa Memorial Lecture at Harlem Hospital, New 
York, April 13 on “Problems in Gastroduodenal Surgery.”—— 
Dr. Max Thorek has been made an officer of the Légion d’ Hon- 
neur in appreciation from the French Government for “con- 
tinuous services in the cause of amity between the United 
States and France.”———Dr. Louis B. Newman has been appointed 
a member of the Medical Advisory and Consultant Board of 
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the Armour Research Foundation of Illinois Institute of Tech- 
nology. This board is to select problems for research in the 
medical field and to advise an engineering staff on their medical 
aspects. Dr. Newman, who is chief of the physical medicine and 
rehabilitation service at the Veterans Administration Hospital, 
Hines, Ill., also has a degree in mechanical engineering ——Dr. 
Arthur C. ’ Bachmeyer, assistant dean of the Biological Sciences 
Division, University of Chicago, received an honorary Doctor 
of Science degree from the University of Nebraska College of 
Medicine in Omaha May 28. Dr. Bachmeyer received his M. D. 
_ from the University of Cincinnati College of Medicine, 


KANSAS 


State Medical Election.—The Kansas Medical Society at 
its recent annual meeting installed Dr. Haddon Peck, St. 
Francis, as president and chose Drs. Franklin R. Croson, Clay 
Center, president-elect; Dale D. Vermillion, Goodland, secretary, 
and John L. Lattimore, Topeka, treasurer. 

Dr. Hassig Honored.—Dr. Jolin F. Hassig, Kansas City, 
was honored at a dinner attended by more than 100 of 
his colleagues at St. Margaret's Hospital May 19, the fifty- 
first anniversary of his first official visit to the hospital as a 
senior in medical school when he filled the place of interns 
called to duty in the Spanish-American War. Dr. Hassig has 
served as chief of the St. Margaret’s Hospital staff; he was 
also secretary of the Kansas Medical Association for many 
years and president in 1935. 


KENTUCKY 


Retiring Dean Honored.—A testimonial dinner was given 
by the alumni of the University of Louisville School of Medicine 
for the retiring dean, Dr. John W. Moore, June 14 in Louisville. 
The new dean, Dr. J. Murray Kinsman, was introduced at the 
meeting. Members of the faculty and employees who had 
served for twenty-five years or longer were presented plaques. 


Psychiatric Unit Dedicated.—Dedication ceremonies for 
the new psychiatric treatment and postgraduate training unit of 
Norton Memorial Infirmary, Louisville, were held June 14. 
Dr. Leo H. Bartemeier, Detroit, secretary of the American 
Psychiatric Association made the principal address. He stated 
that Louisville was the first city to build such a unit to a private 
general hospital with funds contributed by citizens. He credited 
Dr. S. Spafford Ackerly, chief of psychiatric services at the 
infirmary and chairman of the department of psychiatry and 
mental hygiene at the University of Louisville School of Medi- 
cine, with the advancement of the interest shown in this type 
of work since his arrival in Louisville seventeen years ago. 


MARYLAND 


Board of Medical Examiners.—The Board of Medical 
Examiners of Maryland on June 7 elected the following officers 
for one year beginning June: Drs. Paul Knotts, Denton, 
president; Edward M. Hanrahan, Baltimore, vice president, and 
Lewis P. Gundry, Relay, secretary. 


Appoint Professor of Medical History.—Richard H. 
Shryock, Ph.D., professor of American history and since 1938 
lecturer in medical history at the University of Pennsylvania, 
Philadelphia, has been appointed director of the Institute of 
the History of Medicine and William H. Welch professor of 
the history of medicine at the Johns Hopkins University 
School of Medicine, Baltimore. The new director will assume 
his duties in September. The Hopkins Institute of the History 
of Medicine was founded by Dr. William H. Welch in 1926. 
Dr. Welch, the first director, was followed by Dr. Henry 
Sigerist. Dr. Shryock became interested in medical history 
while serving with the Medical Corps during World War I. 
Returning to the University of Pennsylvania after the war, he 
continued training for the degree of Doctor of Philosophy. 


MASSACHUSETTS 


Society Ejlections.—At a oi the Massachusetts 
Trudeau Society June 9 Dr. Henry D. Chadwick, Waltham, 
became president and Dr. Edward J. Welch, Brookline, secre- 
tary-treasurer. 


New Farnsworth Medical Building.—The six story Farns- 
worth Surgical Building of the New England Medical Center 
was opened May 26 in Boston. The hospital is round inside 
to provide outside rooms for all patients and has subterranean 
surgeries made possible by modern lighting. The operating 
suite, with six operating rooms, opens off a circular corridor. 
Two of the large rooms are equipped with galleries for observers 
above the “one way” glass. With early ambulation in mind, 
lounging rooms for patients have been provided for each floor. 
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The hospital will be available to New England physicians work- 
ing through the Bingham Associates, organized in 1931 to 
provide better medical care for persons in small towns and rural 
communities. The plan of providing graduate training for 
doctors in up country New England, consultation in their own 
hospitals and diagnostic facilities in Boston while the doctor 
keeps his patient dates back to 1931. William Bingham II, a 
Cleveland millionaire, organized the Bingham Associates. It 
gave Boston Dispensary $50,000 in 1931 to equip and operate a 
ward of 20 beds for diagnosis of conditions of patients sent in 
from up country. A full report was returned with the patient 
to his doctor for treatment. In 1933 Mr. Bingham built the 
Pratt Diagnostic Hospital. The new Farnsworth Building opens 
into Pratt hospital. The New England Medical Center is made 
up of the two hospitals, the Ziskind Laboratories, Boston Dis- 
pensary, Floating Hospital and the new Tufts College Medical 
School to be opened this fall. 


MINNESOTA 


Dr. Bell to Retire.—Dr. Elexious T. Bell, professor of 

thology at the University of Minnesota Medical School, 
Minnearolis, retired June 15. He has served the university 
since 1910, teaching first anatomy and since 1911 pathology. 
He was appointed head of the department in 1921. An advisory 
committee has recommended the establishment of a fund of 
$100,000 to create and maintain for teaching and research a 
Museum of Pathology in the medical school, which will bear 
his name. Dr. James S. McCartney Jr. is chairman of the 
E. T. Bell Fund Committee. 


NEBRASKA 


State Health Director Resigns.—Dr. Wallace S. Petty, 
state health director since March 1946, has resigned effective 
— 1. He has been associated with the department since 


Medical Press Radio Conference.—The first Medical- 
Press-Radio Conference sponsored by the Nebraska State 
Medical Association was held in Omaha June 17. More than 
160 newspapermen and doctors attended the all day meeting, 
which was designed to provide an opportunity to present mutual 
problems and work out a plan of cooperation. Dr. Joseph D. 
McCarthy, Omaha, president of the state medical association, 
and Dr. Harold S. Morgan, Lincoln, chairman of the associa- 
tion’s public relations committee, played an active part in 
planning the meeting. The morning program was devoted to 
presentation of points of view by representatives of each group, 
and roundtable discussions were held during the afternoon. At 
the luncheon Mr. Alexis McKinney, managing editor, The 
Denver Post, spoke on “Obligations of the Press, Radio and 
Medical Profession.” 

NEW YORK 


Personals.—Dr. Thomas R. Noonan, Rochester, N. Y., has 
been appointed to the staff of the Medical Division of the 
Upjohn Company——Dr. W. Kendrick Hare has_ been 
appointed director of the Statler Research Laboratories at 

ildren’s Hospital, Buffalo, and associate professor of i- 
atrics in the University of Buffalo Medical School. Dr. Hare 
comes from Cornell University Medical College, New York, 
where he has been a research associate in pediatrics since 1947. 

Select Sites for Medical Centers.—The trustees of the 
new State University on June 16 recommended that the univer- 
sity locate its metropolitan medical center in Brooklyn and its 
up state medical center in Syracuse. The trustees adopted a 
resolution, subject to approval by the Board of Regents, 
authorizing the executive officers of the State University to 
enter into agreements for incorporating into the university the 
Long Island College of Medicine, Brooklyn, and the Syracuse 
University College of Medicine. The state plans to take over 
the colleges of medicine prior to next September and to operate 
them as integral parts of medical centers at that time. More 
than half of the $10,000,000 appropriated by the 1949 legislature 
for the State University will probably be spent on the medical 
centers. When the State University takes over the colleges, 
it is expected that most of the faculty members will be retained 
and the faculties enlarged. 


New York City 


Research on Infant Blindness.—The Dunlevy Milbank 
Foundation had established a five year research program at 
Presbyterian Hospital by an initial grant of $46,000 for the 
first two years to “inaugurate and carry forward a search for 
the cause and prevention of blindness in infants, particularly 
those born prematurely.” The grant is to be known as a 
“Grant for Research in the Cause and Prevention of Retrolental 
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Fibroplasia.” The research on this project will be carried on 
under the direction of Dr. John H. Dunnington, director of 
the ophthalmologic service at the Institute of Ophthalmology, a 
unit of the Columbia Presbyterian Medical Center. Dr. Algernon 
B. Reese, attending ophthalmologist and pathologist, will be 
directly in charge of the project. 

Dr. Most in Charge of New Tropical Disease Clinic.— 
The Department of Health has expanded its tropical disease 
diagnostic service by opening its second clinic and laboratory 
in the Lower East Side Health Center, 341 East 25th Street, 
on June 15. Private physicians, clinics or hospitals may refer 
patients to the new clinic for consultation, diagnosis or treat- 
ment, and laboratory specimens may be submitted for diagnosis. 
Patients at the clinic will be seen by Appointment only. Dr. 
Harry Most, director, postgraduate course in tropical medicine, 
New York University-Bellevue Medical Center Postgraduate 
Medical School, is in charge of the new laboratory and clinic. 
Dr. Most also serves as consultant in tropical medicine to the 
Surgeon General, United States Army, to the Veterans Admin- 
istration and to other government agencies. He is a member of 
the subcommittee on tropical medicine of the National Research 


Council. 
OKLAHOMA 


Award 50 Year Pins.—Three pioneer Oklahoma practi- 
tioners were honored for their contributions in medicine in 
Oklahoma at special ceremonies awarding the Oklahoma State 
Medical Association 50 year club pin. They are Drs. 3 
W. Holbrook, Perkins, and Clarence S. Petty and Dan F. 
Gray of Guthrie. 

Establish Grievance Committee.—The Oklahoma State 
Medical Association at its annual meeting in May established 
a Grievance Committee as a step toward better public relations 
for the profession in Oklahoma. The committee will provide 
for the people of the state an agency to consider individual com- 
plaints on medical services rendered by members of the associa- 
tion. Complaints will be considered from three points of view: 
(1) the amount of service rendered, (2) the responsibility 
assumed and (3) the patient’s ability to pay. Membership in 
the committee will be composed the five immediate past 
presidents still living. Members of the present committee are 
Drs. Clarence E. Northcutt, Ponca City; Paul B. Champlin, 
Enid; Louis C. Kuyrkendall, McAlester; Charles R. Rountree, 
Oklahoma City, and James Stevenson, Tul 


ulsa. 
TENNESSEE 


Dr. Packer Appointed Department Head.—Dr. Henry 
Packer, associate professor since 1938 in the department of 
preventive medicine and public health at the University of 
Tennessee College of Medicine, has been appointed professor and 
head of the department effective July 1, succeeding Dr. Frank 
L. Roberts, who became assistant dean July 1. Dr. Packer is 
a graduate of McGill University Faculty of Medicine, Montreal, 
1933, received his doctorate in public health at the Yale 
University School of Public Health, New Haven, Conn., and has 
been a county health officer. 


WEST VIRGINIA 


License Revoked.—The Public Health Council at a meet- 
ing held in Charleston May 12 revoked Dr. Richard Bent 
Engle’s license, no. 6196, to practice medicine in West Vir- 
ginia because of the doctor’s conviction on a ecg A charge. 
Dr. Engle was formerly located at Longacre, Glen White and 
Beckley. 

Society News.—Mr. Thomas A. Deveny Jr. of Charleston 
has accepted appointment as executive secretary of the West 
Virginia Tuberculosis and Health Association, succeeding Mr. 
Edwin A. Wells, who resigned January 15 to accept appointment 
as executive secretary of the Maine Public Health Association 
at Augusta. 

Demonstration Project in Human Relations.—The latest 
demonstration project of the state department of health, a 
course in human relations in the McDowell County schools, 
carried on cooperatively with the state department of educa- 
tion, was completed in May. Beginning in January 1949, more 
than 100 class rooms in the fifth to ninth grades in McDowell 
County were assigned the services of a trained consultant in 
mental hygiene for public schools. Two lessons were given 
each week. The object of this course is to teach children how to 
get along with themselves and others, meet unexpected changes, 
assume responsibility, make decisions and “face up” to their 
fears. Four thousand, six hundred and two pupils participated. 
McDowell County is used to give the program a trial before 


‘it is attempted in other counties. The program will be broadened 


in 1950 to include most of the 165 classrooms in the county. 
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WISCONSIN 


Poliomyelitis Refresher Courses.—The University of 
Wisconsin Medical School, Madison, assisted by the Wisconsin 
State Board of Health will conduct short polio refresher 
courses for physicians and nurses August 1-4. The course for 
physicians will include the diagnosis and treatment of polio- 
myelitis, and the course for nurses will include the care and 
treatment of patients with poliomyelitis. Matriculation fee and 
expenses incident to attending the course will be defrayed by the 
National Foundation for Infantile Paralysis. 


GENERAL 


Wins Trudeau Medal.—Dr. Howard W. Bosworth, di- 
rector of Barlow Sanatorium, Los Angeles, was presented the 
Trudeau Medal for outstanding work in tuberculosis research, 
treatment and prevention at the recent annual meeting of the 
National Tuberculosis Association in Detroit. 

Dr. Coates Receives Awards.—The gold medal of the 
DeRoaldes Award of the American Laryngological Association 
was presented to Dr. George M. Coates, Philadelphia, in New 
York, May 16. The first of these awards was presented 
to Dr. Chevalier Jackson in 1928. There have been but six 
awards in 21 years. The Award of Merit, a gold medal, was 
given to Dr. Coates by the American Otological Society in 
New York on May 18. This was the first time this award 
has been conferred. 

Gift to Promote Cultural Aspects of Medicine.—Mrs. 
Josiah C. Trent, Durham, N. C., is instituting an annual gift 
of 250 one year subscriptions to the Journal of the History of 
Medicine and Allied Sciences to be allocated to medical schools 
in the United States and Canada. Recipients are to be selected 
by the faculty from among those in the graduating class who 
have shown an interest in the cultural aspects of medicine. 
The late Dr. Trent was founder of the Journal of the History 
of Medicine and Allied Sciences, which recently came under 
the sponsorship of the Yale University School of Medicine, 
New Haven, Conn. 

Bibliography on Cancer.—The Index to Current Periodical 
Literature on Neoplastic Diseases and List of Current Books 
is being published by the American Cancer Society, 47 Beaver 
Street, New York 4, beginning with the July-September, 1948 
number. It has heretofore been published by the Louisiana 
Division of the American Cancer Society, which will continue 
to prepare the bibliography. The national office of the society 
requested the officials of the Louisiana Division to permit the 
transfer of financial responsibility for publication of this peri- 
odical to the national office, since it was felt that the service was 
of general value and wide interest. 

Pan American Congress of Pediatrics .—The second Pan 
American Congress of Pediatrics will be held in México, D. F., 
November 2-5. Subjects under discussion at the plenary 
sessions on succeeding days include Acute Diarrheas in Infancy 
and Hemolytic Syndromes of the Newborn; Congenital Mal- 
formations of the Heart and BCG Vaccination in America; 
Pediatric Surgery, and Virus Diseases in Pediatrics and Child 
Neuropsychiatry and Pediatrics in the Field of Social Security. 
Further information may be secured by writing Dr. Ismael 
Martinez Sotomayor, Social Secretary of the Organizing Com- 
mittee, Hospital Infantil, México, D. F. 

Plague Infection in the United States.—Under dates of 
April 28 and 29 and May 3, plague infection was reported 
proved in specimens of tissue and ectoparasites from rodents 
collected in Arizona, New Mexico, Texas and Washington as 
follows: In Arizona, Coconino County, in a pool of fleas from 
meadow mice; in New Mexico, Guadalupe, Socorro and Lincoln 
counties, in fleas taken from wood rats and white-footed mice ; 
in Texas, Cochran County, fleas from grasshopper mice, one 
prairie dog and wood rats, and in Dawson County, fleas from 
wood rats. Infection in Washington was found in Grant 
County in fleas from meadow and white-footed mice. 

Tuberculosis Association Grants for Research.—Grants 
to 22 investigators have been approved by the National Tuber- 
culosis Association for investigations on the epidemiology and 
treatment of tuberculosis, studies of laboratory technics used 
in diagnosis and fundamental laboratory research. Grants 
became effective April 1. Of the 22 grants, four are new this 
id others will permit the continuation of long term studies. 

research program of the association is financed from 
Christmas Seal funds allocated to the association by its 3,000 
affiliated associations and by special contributions from a 
number of affiliates. The association is continuing its policy 
of making grants to qualified investigators in universities and 
yas centers who have well equipped laboratories at their 
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Special Society Elections.—At the annual meeting of the 
American College of Chest Physicians Atlantic City June 
2-5, the following officers were elected: Dr. Joseph C. Placak, 
Cleveland, president; Dr. Louis Mark, Columbus, Ohio, presi- 
dent-elect, and Dr. Minas Joannides, Chicago, treasurer—— 
The American College of Radiology at its annual meeting in 
Atlantic City in June elected Dr. Arthur W. Erskine, Cedar 
Rapids, Iowa, as president; Dr. William R. Brooksher, Fort 
Smith, Ark., vice president, and Dr. Warren W. Furey, Chi- 
cago, treasurer ——The Southeastern Surgical Congress at its 
meeting late in May installed Dr. Robert J. Wilkinson, Hunt- 
ington, W. Va., as president and chose Drs. Carl C. Howard, 
Glasgow, Ky. as president-elect and Benjamin T. Beasley, At- 
lanta, Ga., secretary-treasurer. Maryland and the District of 
Columbia were officially admitted to the congress, making 12 
states and the District of Columbia in the organization —— 
The Medical Library Association meeting in Galveston, Texas, 
in April chose the following officers: Dr. Sanford V. Larkey, 
Baltimore, president; Miss Helen Hlavnac, New York, secre- 
tary, and ‘Miss Edith Dernehl, Milwaukee, treasurer. The next 
rant950 meeting of the association will be held in Boston in 
une 1 

Rocky Mountain Medical Conference.—This conference, 
a project of five Rocky Mountain states, will be held in 
Butte, Mont., August 2-4, with headquarters at the New Finlen 
Hotel. The annual session cf the Montana State Medical 
Association will be held in conjunction with the conference. 
The following physicians will address the conference: 

Cyrus C. Sturgis, Ann Arbor, Mich., The Etiology and Treatment of 

Hypertension 
ag ood bay Wolff, New York, Life Situations, Emotions and Bodily 


— 4m Barnett, New York, Current Concepts Regarding the Nature 
and Treatment of Nephritis and the Nephrotic Syndrome in Children. 
J. Englebert Dunphy, Boston, Treatment of Bleeding Gastric or 
Duodenal Ulcer. 
Robert A. Kehoe, Cincinnati, Medical Control of Occupational Lead 
Absorption. 
John R. Morse, Philadelphia, Correction of Long Bone Deformities by 
Osteotomy-Osteoclasis. 
Harvey B. Matthews, Brooklyn, N. Y., Pelvic Tumors, Their Influence 
on Pregnancy, Labor and the Puerperium. 
Charles L. Martin, Dallas, Texas, Treatment of Sterility with Hystero- 
salpingography. 
L. Fernald eg Bay City, Mich., Newer Responsibilities of Organ- 
ized Medic 
Dr. Foster ‘will also speak at the banquet Wednesday evening 
on “Public Relations Begin in the Doctor’s Office.” Roundtable 
luncheons will be held each noon. This conference is held on 
alternate years by the state medical associations of Colorado, 
Wyoming, Utah, New Mexico and Montana. It has no officers 
does not engage in medical politics. 


CORRECTION 

Annual Congress on Medical Education.—In the abstract of 
the address by Dr. Albert B. Sabin presented before the Annual 
Congress on Medical Education and Licensure in Februar 1949 
which appeared in THE JouRNAL, _May 21, pages 352-353, the 
last paragraph should have read: “Although medical education 
in the United States is, in my prejudiced opinion, superior to 
that in any other country, I believe that there are some things 
we can learn from the Scandinavians, just as they are looking 
to us for improvement in their own system of education.” In 
paragraph 5 on page 352 the reference to “Riggs Hospital” 
should read “Rigshospitalitet,” and in the same paragraph “Karl 
Institute” should read “Karolinska Institut.” 


Marriages 


Haro_p FREDERICK Zr1prick, Los Angeles, to Mrs. Marjorie 
A. Albert in Glendale, Calif., May 7. 

Frank B. TayLor to Mrs. M. Pearl Guynes, both of Madi- 
son, Wis., in Nashua, Iowa, May 28. 

Russe. G. SMITH . re Mildred Lehrmann, both of Pitts- 
burgh at Miami, Fla., April 20. 

Wituram A. Cover, Elkton, Va., to Miss Margaret Isabella 
O’Keeffe of Grundy, April 18. 

H. Warp RanpotpH to Mrs. Lucy Taylor O’Neale, both of 
Richmond, Va., April 23. 

FLoyp J. WALTER, Chambers, Neb., to Miss Geraldine Dick 
of Detroit, April 22. 

IrvinG Bayer to Miss Effie Abrams, both of Long Beach, 
N. Y., recently. 
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Elmer Grant Horton, Columbus, Ohio; born in Horton 
Hill, N. Y., May 22, 1868; Ohio Medical University, Colum- 
bus, 1906; ‘professor of hygiene and physical culture at the 
Wabash College, Crawfordsville, Ind., from 1893 to 1895; 
instructor in hygiene at the University of Pennsylvania from 
1896 to 1898; in 1902 joined the faculty as an assistant professor 
of hygiene at his alma mater, which in 1907 merged with the 
Starling Medical College to form Starling-Ohio Medical Col- 
lege, where he was professor of pediatrics until 1912; in 1914, 
when the college became known as Ohio State University Col- 
lege of Medicine, he was made an assistant professor of pedia- 
trics, serving in this capacity until 1924, when he was promoted 
to professor; later clinical professor and chairman of the 
department of pediatrics, retiring in 1939 with the title of emeri- 
tus professor; honorary life member and past president of the 
Columbus Academy of Medicine; member of the American 
Academy of Pediatrics and the American Medical Association ; 
specialist certified by the American Board of Pediatrics; bac- 
teriologist and chemist for the state board of health laboratories 
from 1898 to 1907 and health commissioner of Columbus from 
1907 to 1909; member of the Franklin County Board of Health 
from 1928 to 1933; served on the staffs of the White Cross 
Hospital, Grant Hospital, University Hospital and Children’s 
Hospital; died recently, aged 81 

Frederick Emil Abbott, Erie, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1921; member of the 
American Medical Association; on the staffs of Hamot and 
St. Vincent’s hospitals; died May 8, aged 55. 

Lewis Maitland Allen ® Winchester, Va.; University of 
Maryland School of Medicine, Baltimore, 1896; formerly on 
the faculty of his alma mater; served during World War I; 
city health officer; president of the Farmers & Merchants 
National Bank; on the staff of the Winchester Memorial Hos- 
pital; died May 2, aged 74, of carcinoma. 

Samuel Howard Arthur, Jefferson, Iowa; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1893; surgeon for the Chicago & North Western Railroad ; also 
a graduate in dentistry; died April 28, aged 86. 

Henry Weston Benjamin, Park Ridge, Ill.; Rush Medical 
College, Chicago, 1933; member of the American Medical 
Association and the Connecticut State Medical Society; form- 
erly managing director of the New Britain (Conn.) General 
Hospital ; died May 3, aged 46, of bronchopneumonia and malig- 
nant hypertension. 

Herbert M. Best ® Lapeer, Mich.; Detroit College of 
Medicine, 1901; county coroner; died April 27, aged 73, of car- 
cinoma of the prostate with metastases. 

Francis Abbott Birch, White Plains, N. Y.: New York 
Homeopathic Medical College and Hospital, New York, 1905; 
died May 10, aged 68 

James Ruben Blitch, Savannah, Ga.; University of Geor- 
gia Medical Department, Augusta, 1895; member of the Ameri- 
can Medical Association; died February 13, aged 88, of auricu- 
lar fibrillation. 

Maximilian David Bloomfield @ Philadelphia; Jefferson 
Medical College of Philadelphia, 1905; for many years on the 
staff of St. Joseph’s Hospital; died in the University of Penn- 
sylvania Hospital May 5, aged 65. 

James L. Brannen, Greeley, Neb.; John A. Creighton 
Medical College, Omaha, 1901; county physician; for many 
years secretary of the school board; died April 23, aged 79. 

Frank Thomas Budd, New York; Columbia University 
College of Physicians and Surgeons, New York, 1896; form- 
erly affiliated with the U. S. Public Health Service; served 
during World War I; died May 4, aged 76, of coronary 
thrombosis. 

Frederick De Sales Chappelear ® Hughesville, Md.; 
University of Maryland School of Medicine, Baltimore, 1905; 
past president of the Medical and Chirurgical Faculty of Mary- 
land; affiliated with the Physicians Memorial Hospital in La 
Plata; died May 4, aged 67, of cerebral hemorrhage. 

Maurice Herbert Cohn ® Fort Worth, Texas; Vander- 
bilt University School of Medicine, Nashville, Tenn., 1917; 
served during World War I; died April 23, aged 53 

Thomas Matthew Cole, Albany, Ga.; L. R. C. P., of Edin- 
burgh, L. R. C. S., of Edinburgh, L. R. F. P. & S., of Glas- 
gow, 1940; member of the American Medical Association; 
served during World War II; died recently, aged 47. 

Cassius Clay Cottle Angeles; Rush Medical Col- 
lege, Chicago, 1889; died April 28, aged 83. 
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Albion Barnard Cross, Crowley, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1906; member 
of the American Medical Association; past president of the 
Acadia Parish Medical Society; past president of the Acadia 
Parish School Board; for many years president of the Acadia 
Parish Tuberculosis Association ; served during World War I; 
died in the Baptist Hospital, New Orleans, April 22, aged 67, 
of arteriosclerotic heart disease and pulmonary infarction. 

Carroll Church Davis, Marshall, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1910; 
member of the American Medical Association; served during 
World War I; member of the staff of the Texas and Pacific 
Railway Employees Hospital, where he died April 18, aged 
63, of cardiac decompensation. 


Edward Spence DePuy, Oakland, Calif.; Medical Depart- 
ment of the University of California, San Francisco, 1894; 
member of the American Medical Association; for many years 
- the staff of the Merritt Hospital, where he died May 3, aged 


John Jacob Dominick, Prosperity, S. C.; Medical College 
of the State of South Carolina, Charleston, 1900; for two terms 
member of the state house of representatives; served as mayor 
of Prosperity; died in Columbia (S. C.) Hospital April 19, 
aged 71, of carcinoma of the colon. 


Robert Fish Dowell, Tulsa, Okla.; Missouri Medical Col- 
lege, St. Louis, 1881; also a pharmacist; died April 22, aged 
89. 


William Wallace Duncan, Aliceville, Ala.; Birmingham 
Medical College, 1900; member of the American Medical Asso- 
ciation; died April 14. 

Louis Reuben Edleson, Columbus, Ga.; University of 
Louisville (Ky.) Medical Department, 1907; member of the 
American Medical Association; served during World War I; 
died in the City Hospital April 7, aged 66. 


William Lewis Ely, Fredericktown, Ohio; Cleveland Medi- 
cal College, Homeopathic, 1893; died April 30, aged 83, of 
carcinoma. 

Julius Theodore Elz ® St. Louis; St. Louis University 
School of Medicine, 1920; member of the American Academy 
of Ophthalmology and Oto-Laryngology ; specialist certified by 
the American Board of Ophthalmology; on the staffs of St. 
Louis City, St. Anthony’s and Lutheran hospitals; died April 
22, aged 53, of uremia. 

John Berlin Fitts ® Chattanooga, Tenn.; University of 
Georgia Medical Department, Augusta, 1927; died April 17, 
aged 49 

Frank Pierce Fitzgerald, London, Ohio; Medical College 
of Ohio, Cincinnati, 1884; died May 9, aged 91. 

Alexander Vaughan Forrester, Detroit ; McGill University 
Faculty of Medicine, Montreal, Quebec, Canada, 1924; member 
of the American Medical Association; afhliated with Highland 
Park (Mich.) General Hospital; died May 10, aged 51. 

Harold Elmer Foster, Fort Mead, S. D.; Syracuse Uni- 
versity College of Medicine, 1909; specialist certified by the 
American Board of Psychiatry and Neurology; served during 
World War I and World War II; manager of the Veterans 
Administration Hospital; died April 19, aged 64 

Abram E. Frantz, Wilmington, Del.; Hahnemann Medi- 
cal College and Hospital of Philadelphia, 1882; formerly secre- 
tary of the state board of health and executive officer; at one 
time member of the Homeopathic Medical Society Examining 
Board; served as a member of the city board of education; 
died April 30, aged 90 

John White Gainey, Fayetteville, N. C.; Jefferson Medical 
College of Philadelphia, 1917; served during World War I; 
died in the Veterans Administration Hospital April 23, aged 
54, of pneumonia. 

William J. Gaudineer, New York; University of the City 
of New York Medical Department, New York, 1878; on the 
staff of St. Luke’s Hospital; died May 6, aged '93, of cerebral 
hemorrhage. 

Frank Roebling Geyser, East Elmhurst, N. Y.; Fordham 
University School of Medicine, New York, 1909 ; served during 
World War I; died in April, aged 65. 

Upton Wright Giles ® New Orleans; Tulane University 
of Louisiana School of Medicine, New Orleans, 1916; on the 
staff of the Ba m gee Hospital; died in St. Petersburg, Fla., April 
26, aged 57, of nephrosclerosis. 

Felix Eloi Girard, Lafayette, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1893; served 
as mayor; died May 2, aged 79, of arteriosclerotic heart 
disease. 
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Arnold Jarrett Given, Rensford, W. Va.; Medical College 
of Virginia, Richmond, 1927; member of the American Medical 
Association ; served during World War I and World War II; 
died in Charleston May 3, aged 53. 


Robert William Gover, Petersburg, Va.; University Col- 
lege of Medicine, Richmond, 1899; served during World War 
I; affiliated with the Central State Hospital, where he died 
April 19, aged 70, of cerebral arteriosclerosis. 

Alfred Weston Gwinnell, Boston; Tufts College Medical 
School, Boston, 1911; member of the American Medical Asso- 
ciation; served during World War I; died May 3, aged 70. 

Eliott Moriarty Hague, Buffalo; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1897; for many 
years practiced in Rochester, where he was a member of the 
staff of the Genesee Hospital; died May 6, aged 79. 

Wayman Belton Harpole, Maben, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1909; member of the American 
Medical Association; died in Houston May 7, aged 69. 


Thomas George Harris ® West Milford, W. Va.; Univer- 
sity of Pennsylvania Department of Medicine, Philadelphia, 
1903; died in a hospital at Clarksburg May 7, aged 73. 

Gerhard Hecht @ Endicott, N. Y.; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Prussia, Germany, 
1926; certified by the National Board of Medical Examiners ; 
affiliated with the Ideal Hospital; died May 2, aged 47. 

Oliver Perry Henry, Mount Sterling, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1917; mem- 
ber of the American Medical Association ; past president of the 
Montgomery County Medical Society ; formerly member of the 
city board of education and county health officer; served over- 
seas during World War I; died in St. Joseph Hospital, Lexing- 
ton, April 30, aged 59. 

John Harold Hershey @ Roseburg, Ore.; University of 
Toronto Faculty of Medicine, 1924; served as associate clinical 
professor of surgery at the University of Oregon Medical 
School in Portland; fellow of the American College of Sur- 
geons; at one time practiced in St. Louis, where he was on the 
faculty of St. Louis University School of Medicine, on the 
staffs of St. Louis University Hospitals and Firmin Desloge 
Hospital; affiliated with the Veterans Administration; died 
March 6, aged 52. 

Thomas Aldhelm Hogan, Altadena, Calif.; Rush Medical 
College, Chicago, 1903; on the staff of St. Luke’s Hospital 
in Pasadena; died March 25, aged 71, of cardiac insufficiency. 

Horatio Budd Hollifield, Washington, D. C.; University 
of Maryland School of Medicine, Baltimore, 1882; Hahnemann 
Medical College and Hospital of Philadelphia, 1889; died in 
Emergency Hospital April 26, aged 87, of cerebral thrombosis. 

John Thomas Hosey, Palatka, Fla.; Memphis (Tenn.) 
Hospital Medical College, 1903; past president of the page 107 
County Medical Society ; served during World War I; died 
April 23, aged 70, of pulmonary tuberculosis. 

Reid Owen Howser ® Oak Park, IIl.; Northwestern 
University Medical School, Chicago, 1909; past president of 
the Aux Plaines Branch of the Chicago Medical Society; on 
the staff of the West Suburban Hospital; died May 17, aged 
66, of coronary occlusion. 

Dwight Fenn Johnson ® Newark, N. Y.; Cornell Univer- 
sity Medical College, New York, 1903; past president and sec- 
retary of the Wayne County Medical Society ; health officer of 
the town of Arcadia; served as trustee on the board of educa- 
tion; died April 24, aged 70, of coronary sclerosis. 

Christopher Johnsten, Durham, N. C.; Johns Hopkins 
University School of Medicine, Baltimore, 1926; member of 
the American Medical Association; assistant professor of medi- 
cine at the Duke University School of Medicine; on the staffs 
of the Duke and Watts hospitals; died March 10, aged 48. 

Charles Hollister Judd, Summerville, S. C.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1897; for 
many years practiced in Detroit, where he was emeritus profes- 
sor of gynecology and obstetrics at the Wayne University Col- 
lege of Medicine and on the staffs of St. Mary’s, Deaconess, 
Harper, Providence, Florence Crittenton and Woman's hospi- 
tals; fellow of the American College of Surgeons; died May 
11. 


Charles Butcher Kaighn ® Atlantic City, N. J.; Jefferson 
Medical College of Philadelphia, 1914; member of the American 
College of Radiology; specialist certified by the American 
Board of Radiology; served during World War I; past presi- 
dent of the Atlantic County Medical Society; on the staff of 
the Atlantic City Hospital; died May 13, aged 57. 
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John Clarence Kincaid, Columbus, Ind.; Eclectic Medical 
College of Indiana, Indianapolis, 1906; member of the Ameri- 
can Medical Association; served during World War I; on 
yoo of the Bartholomew County Hospital; died May 8, 
age . 


Howard Pendleton Kirtley, Salt Lake City; Rush Medi- 
cal College, Chicago, 1904; member of the American Medical 
Association; fellow of the American College of Surgeons; past 
president of the Utah State Medical Association; served during 

orld War I; on the staff of St. Mark’s Hospital; died May 
5, aged 71. 

Herman Harry Levin, Lancaster, Pa.; St. Louis Univer- 
sity School of Medicine, 1937; member of the American Medi- 
cal Association and of the American Society of Anesthetists ; 
served during World War II; affliated with the Lancaster 
General Hospital, where he died May 4, aged 36, of coronary 
thrombosis. 


Daniel Carel Longaker, Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1881; member 
of the American Medical Association; specialist certified by 
the American College of Surgeons; died April 30, aged 90, of 
carcinoma of the bladder. 


James Donley McClure, Wilkinsburg, Pa.; Western Penn- 
sylvania Medical College, Pittsburgh, 1892; member of the 
American Medical Association; died May 5, aged 83 


Carl Esselstyn McCombs, New York; Cornell University 
Medical College, New York, 1909; member of the American 
Public Health Association; for many years a member of the 
staff of the Institute of Public Administration; died May 6, 
aged 66 

Caleb Scattergood Middleton, Biloxi, Miss.; Hahnemann 
Medical College and Hospital of Philadelphia, 1892; died April 
29, aged 

Homer Pease Mix, Benton Harbor, Mich.; the Hahne- 
mann Medical College and Hospital, Chicago, 1880; at one 
time health officer, president of the village and president of the 
board of education in Highland, Wis.; died May 9, aged 97, 
of bronchopneumonia. 


Spurgeon Boone Moore, Portsmouth, Va.; Medical Col- 
lege of Virginia, Richmond, 1918; formerly member of the 
city council; served during World War I; died May 2, aged 
7, of coronary thrombosis. 


John Lawrence O’Brien ® New York; Yale University | 
School of Medicine, New Haven, 1925; on the staff of St. 
er Hospital; died in Buffalo May 3, aged 51, of coronary 
occlusion. 


Robert Joseph O’Brien, Watervliet, N. Y.; Albany (N. 
Y.) Medical College, 1904; formerly director of the National 
Bank of Watervliet; died in St. Mary’s Hospital, Troy, April 
13, aged 72, of uremia and toxemia. 


Silas Robert Posey © Lititz, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1911; member of the school board; served 
during World War I; for many years director of the Farmers 
National Bank; died in the Lancaster (Pa.) General Hospital 
May 5, aged 69. 


Warren Winfield Preston, Montrose, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1907; member 
of the American Medical Association; died May 8, aged 69. 


William Henry Price ® Stony Ridge, Ohio; Toledo Medi- 
cal College, 1897; served during World War I; president of the 
Farmers Savings Bank; died May 6, aged 82, of cardiovascular 
renal disease. 


Oney Carstaffen Raines, St. Louis; St. Louis College of 
Physicians and Surgeons, 1897; died May 3, aged 72, of 
carcinoma. 

Lovel William Raney, Houston, Texas; University of 
Texas School of Medicine, Galveston, 1911; member of the 
American Medical Association; died May 5, aged 75, of injuries 
received when the automobile in which he was driving was 
struck by a truck. 


Charles Francis P. Ritchie ® South Portland, Maine; 
McGill University Faculty of Medicine, Montreal, Quebec, 
Canada, 1902; specialist certified by the American Board of 
Psychiatry and Neurology, Inc.; served in the Canadian Army 
Medical Corps during Worid War I; medical examiner for the 
Selective Service during World War Il; formerly on the staff 
of Jacksonville State Hospital in Jacksonville, Ill.; died in 
Maine General Hospital, Portland, May 1, aged 70, of pul- 
monary embolus and coronary occlusion. 


Andrew C. Roche ® Calumet, Mich.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1903; 
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veteran of the Spanish-American War; formerly member of 
the state board of registration in medicine; on the staff of the 
Calumet Public Health in Laurium; died April 25, aged 73, 
of coronary occlusion. 

Walter Curtis Roller, Van Wert, Ohio; Cincinnati Col- 
lege of Medicine and Surgery, 1898; served during World War 
I; died in Dayton February 15, aged 78. 

Lewis Jones Rutledge ® McComb, Miss.; University of 
Tennessee College of Medicine, Memphis, 1921; died in the 
Baptist Memorial Hospital, Memphis, Tenn., April 25, aged 63. 

Edwin Sauter, St. Louis; Marion-Sims College of Medi- 
cine, St. Louis, 1897; died April 17, aged 77, of coronary 
sclerosis. 

Otto Raman Scott, Chrisman, Ill.; Starling Medical Col- 
lege, Columbus, 1898; district health examiner for the state of 
Illinois from 1933 to 1939; died April 22, aged 77, of bronchiec- 
tasis. 

Ralph Justin Sewall, San Diego; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1895; 
served during World War I; died May 7, aged 75. 

George Wallace Sharshon ® Phoenixville, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1925 : school 
physician; affiliated with Phoenixville Hospital; died ‘April 9, 
aged 50, of coronary thrombosis. 

Archibald O. Shaw, Ashland, Wis.; Rush Medical College, 
Chicago, 1902; died in Fort Meyers, Fla., in May, aged 81 

Joseph Pardoe Shearer ® Washington, D. C.; Johns Hop- 
kins University School of Medicine, Baltimore, 1917; fellow of 
the American College of Surgeons, formerly associate clinical 
professor of surgery at the Georgetown University School of 
Medicine; served during World War I; affiliated with National 
Homeopathic Hospital, Providence Hospital, St. Elizabeth’s 
Hospital and the Doctors Hospital, where he died April 4, 
aged 55, of pericardial tamponade. 

Irving Prescott Sherman, Brimfield, Mass.; New York 
Homeopathic Medical College and Hospital, New York, 1894; 
died May 6, aged 76, of heart disease. 

Harrison Greenleaf Sloat, Fishkill, N. Y.; New York 
Homeopathic Medical College and Hospital, New York, 1901; 
veteran of the Spanish-American War; served overseas during 
World War 1; for many years affiliated with the Veterans 
Administration; died April 30, aged 70 

Nathan Israel Slutsky @ Brooklyn; Cornell University 
Medical College, New York, 1907; fellow of the International 
College of Surgeons; on the staff of the Beth Moses Hospital ; 
died in the Jewish Hospital May 12, aged 64. 

Edmond Clayton Smith, Cleveland; Eclectic Medical Col- 
lege, Cincinnati, 1881; died April 30, aged 92. 

Lillian Richardson Smith, Harwich, Mass.; Tufts College 
Medical School, Boston, 1917; member of the American Acad- 
emy of Pediatrics; served as director of the bureau of maternal 
health and child hygiene for the Michigan State Department of 
Health; died April 13, aged 63, of cerebral hemorrhage. 

Bernard Sork, Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1911; died April 30, aged 59 of coronary 
occlusion. 

George Herbert Stagner, Edmond, Okla.; Eclectic Medi- 
cal University, Kansas City, Mo., 1905; formerly a member 
of the state board of medical examiners; served overseas dur- 
ing World War I; died in the Veterans Administration Hos- 
pital, Amarillo, Texas, April 25, aged 72 

Paul Staman, Uniontown, Pa.; St. Louis University School 
of Medicine, 1933; member of the American Medical Associa- 
tion; killed near Canton, Ohio, April 18, aged 40, in an automo- 
bile accident. 

Mary Ella Thompson Stevens, Detroit; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1888; at 
one time affiliated with Grace Hospital; formerly member of 
the board of directors of the Detroit House of Correction, where 
she had been superintendent; died April 15, aged 8&5, of 
bronchopneumonia. 

Earle Clement Stevenson ®@ Gothenburg, Neb.; George 
Washington University School of Medicine, Washington, D. C., 
1906; an officer during World War I; served as city physician 
and as a member of the board of education; died in Veterans 
Administration Hospital, Lincoln April 3, aged 70, of arteriolar 
nephrosclerosis. 

Frederick Eugene Stockton @ Birmingham, Ala.; Medical 
Department of Tulane University of Louisiana, New Orleans, 
og specialist certified by the American Board of Dermatology 

and Syphilology ; ; served during World War I; affiliated with 
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Children’s, Hillman and St. Vincent’s hospitals; died April 12, 
aged 65, of cerebral hemorrhage due to hypertension and 
arteriosclerosis. 

Frederick H. Strauss, Milwaukee; Milwaukee Medical 
College, 1897; died in the Deaconess Hospital April 22, aged 76. 

William Antoine L. Styles, Flushing, N. Y.; McGill Uni- 
versity Faculty of Medicine, Montreal, Quebec, Canada, 1905; 
died in Stratford, Conn., April 13, aged 66, of heart disease. 

Samuel O. Sublette, Versailles, Ky.; Pulte Medical Col- 
lege, Homeopathic, Cincinnati, 1893; Hospital College of Medi- 
cine, Louisville, Ky., 1896; first president of the Farmers’ Bank 
of Mortonsville; member of the American Medical Association ; 
died April 20, aged 79, of senility. 

John Albert Sullivan @ Tucson, Ariz.; Albany (N. Y.) 
Medical College, 1910; fellow of the American College of Sur- 
geons; decorated twice for, bravery during World War I; 
—— practiced in Pittsfield, Mass., where he was on the 
staff of the Hillcrest Hospital ; formerly affliated with the 
Plunkett Memorial Hospital in Adams, Mass., and the Fair- 
view Hospital in Great Barrington, Mass. ; : died in the Mayo 
Clinic, Rochester, Minn., April 15, aged 63, of hepatic 
insufficiency. 

Willard Hamilton Sweet Sr., ® Peekskill, N. Y.; Albany 
(N. Y.) Medical College, 1892; affiliated with the Ossining 
(N. Y.) Hospital; on the staff of the Peekskill Hospital, 
where he was president of the board; died April 24, aged 78, 
of cerebral accident. 

Harry Arthur Tash, Butte, Mont.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1912; served 
on the staff of Murray Hospital; died April 21, aged 71. 

Harwood Arthur Taylor, Mullens, W. Va.; Ohio State 
University College of Medicine, Columbus, 1929; served during 
World War II; died April 19, ‘aged 44, of acute nephritis. 

Moses Thorner, Bakersfield, Calif.; Columbia University 
College of Physicians and Surgeons, New York, 1898; member 
of the American Medical Association; fellow of the American 
College of Surgeons; formerly on the faculty of Indiana Medical 
College, School of Medicine of Purdue University, Indianapolis ; 
affiliated with Cottage and St. Francis hospitals in Santa Bar- 
bara; died April 20, aged 75, of cerebrovascular hemorrhage. 

Richard Elmer Tomlin, Ocean Grove, N. J.; Hahnemann 


- Medical College and Hospital of Philadelphia, 1889; died April 


83, of heart disease. 

John Wesley Tope @ Oak Park, Ill. ; Rush Medical College, 
Chicago, 1909; fellow of the American College of Surgeons; 
affiliated with West Suburban Hospital and Oak Park Hospital, 
where he died April 30, aged 64, of coronary thrombosis. 

Benjamin John Voigt, Elgin, Ill.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1910; member of the American Medical Association ; 
served during World War I; on the staffs of St. Joseph’s Hos- 
pital and Sherman Hospital, where he died April 22, aged 68, 
of perforated duodenal ulcer with subphrenic abscess. 

Frederick E. Ward ® Easton, Pa.; Medico-Chirurgical 
College of Philadelphia, 1906; served as a member of the city 
council and for many years as medical examiner for the school 
district; died May 4, aged 66. 

Clifton Michael Waugh ® Tarkio, Mo.; Rush Medical 
College, Chicago, 1902; first president of the Nodaway- 
Atchison-Gentry-Worth Counties Medical Society; during 
World War I| contract surgeon for the Students Army Train- 
ing Corps at Tarkio College; for many years city health off- 
cer; examiner in his area of the Civil Aeronautic Authority ; 
died in Rochester, Minn., April 21, aged 72. 

Daniel E. Weber, Cambria, Wis.; Milwaukee Medical Col- 
lege, 1910; health officer; died in St. Joseph’s Hospital, Beaver 
Dam, May 7, aged 64, of bronchogenic carcinoma. 

J. Cornelius Weber, Olney, IIl.; Missouri Medical Col- 
lege, St. Louis, 1899; affiliated with the Olney Sanitarium; died 
May 3, aged 73, of anoxemia of brain and chronic myocarditis. 

Victor Leasure Wetherby, Welch, W. Va.; Medical Col- 
lege of Virginia, Richmond, 1912; member of "the American 
Medical Association; past president of the McDowell County 
Medical Society; died April 23, aged 62, of coronary 
thrombosis. 

Christian George Yaeger, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadelphia, 1895 ; 
member of the American Medical Association; died in the Jef- 
ferson Hospital May 4, aged 76, of cerebral thrombosis. 

Abram Frank Ziegenfus, Philadelphia; Hahnemann Medi- 
cal College and Hospital of Philadelphia, 1879; died in the 
Temple University Hospital May 6, aged 93. 
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Foreign Letters 


ITALY 
(From Our Regular Correspondent) 
FiLorence, May 15, 1949. 


Hemorrhagic Diseases 


At the Ninth National Congress of Hematology, held in 
Naples, Professor Baserga discussed hemorrhagic diseases. He 
started with the period in which knowledge of the essential facts 
was acquired. 


The speaker discussed the concepts of coagulation and showed 
himself more in favor of the recent American methods than 
the Swiss. He referred to his personal contributions concerning 
the importance of the thrombocytes, the function of calcium and 
the function of naphthoquinone. 


He suggested a classification of the hemorrhagic diseases on 
a physiopathologic basis by distinguishing the changes in the 
thrombinogenetic factors, the changes in the fibrinogenetic fac- 
tors, the formation of the thrombus and its attachment to the 
wall of the vessels, and finally the changes in the basal factors. 

By examining some diseases belonging to the first group of 
his classification, i. e., those due to changes in the thrombino- 
genetic factors, the speaker analyzed the hemorrhagic diseases 
resulting from impairment of the mechanism of acceleration of 
coagulation (hemophilia); those resulting from hypoprothrom- 
binemia (of the hepatogenous type; of the type due to drugs) ; 
those due to changes in the thromboplastin (presence of auto- 
thromboplastin or deficiency of thromboplastin arising from the 
thrombocytes, as it happens in Werlhof's disease), and changes 
in calcium. 

The hemorrhagic diseases which depend on changes in fibrino- 
genesis can be linked to an excess of autothrombin or to con- 
ditions of hyperheparinemia of shock or of myelosis. 

The speaker discussed particularly the pathogenesis of Werl- 
hof’s disease, in which the deficiency consists in the insufficient 
formation of thrombin and in which the factor of coagulation 
is of greater importance than the vasal factor. 

In the discussion which followed, Professor Lunedei demon- 
strated the presence of dysergia, not of true allergy, in Werlhof's 
disease; Professor Torioli emphasized the splenic factor in 
Werlhof's disease, and he called attention to the occurrence of 
many types of this disease entity. This concept was approved 
by Professor Baserga. 


Fractures of the Mandible 


Surgical treatment of the mandible was discussed at the 
Surgical Society of Naples under the chairmanship of Professor 
Dominici. 

Da Fazio has made a clinical contribution to this study 
demonstrating a new apparatus for reduction and fixation which 
he had constructed especially for the surgical treatment of 
fractures of the mandible, in the absence of the original Anglo- 
American apparatus for external fixation. He then reported 3 
typical cases of fracture of the mandible treated by him at 
the Ospedale dei Pellegrini (Pilgrims’ Hospital) in Naples. 

Giardino, on the contrary, did not favor the surgical method 
of treatment; he stated that in the treatment of fractures of 
the mandible analogous results may be obtained with more 
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simple, nonsurgical methods which may not induce complica- 
tions, which are often associated with surgical treatment. 
According to Giardino, the teeth represent the natural means 
of applying the forces which are intended for reduction and 
fixation of the bone fragments and, as a rule, it is not con- 
venient to replace this technic by other means the application 
of which implies surgical procedures associated with bleeding 
in an area which is exposed easily to infection. According to 
the speaker, surgical treatment of fractures of the mandible 
has limited indications in fractures of the mandible deprived 
of teeth and in fractures of the angle resulting in the smallest 
stump deprived of teeth and consequently deprived of the 
natural means of anchorage. Therefore, he emphasized, one 
should not generalize such therapeutic orientation which, 
according to the speaker, would signify a return to the past. 

Chiariello, on the contrary, stated that the procedure recom- 
mended by Professor De Fazio should have its proper place 
among the modern methods of treatment of fractures of the 
mandible but with the understanding that it should not be 
practiced in all cases, but rather limited to those in which the 
customary methods will not very likely warrant a complete 
success. In those cases the employment of the method may 
be much facilitated by the immediate use of penicillin. 


Renal Depuration of Blood 


At the Congress of the Italian Society of Pharmacology, 
Professor Santi, University of Padua, reported on the pharma- 
cology of the kidney; he demonstrated that during the last 
years research in this field has made considerable progress 
as a result of the application of exact methods of study of 
the activity of the kidneys, based on the concept of “clearance.” 

By this term has been indicated the capacity of the kidney 
to clear completely, and within a short time, a certain volume 
of the plasma of the blood from a substance which can be 
eliminated by renal route. 


The basis of this theory is the exact determination, practiced 
principally with insulin, of the volume of the ultrofiltrate, which 
in the unit of time passes through the capillary membrane 
separating the blood from the urine. The knowledge of the 
velocity of the glomerular filtration allows to determine the 
behavior of the substance in examination during its elimination, 
i. e., whether it may be ultrofiltrated only by the glomeruli or 
whether it may be excreted or readsorbed by the tubules. 

In this manner the investigations concerned with the elimina- 
tion of the drugs by renal route have received a vigorous 
impulse, and the exact answer was that, in many cases in which 
this new method of study was employed, it has been demon- 
strated that finally instruments of research have been discovered 
which are adaptable to the task of following the course of a 
substance or a drug through the anatomic and _ functional 
structures of the kidney. Thus the variations of the velocity 
of elimination of the free form and of the acetylated form 
of sulfonamide drugs may find an exhaustive explanation, as 
well as the great speed with which, as an example, the penicillin, 
the iodopyracet and the p-aminohippuric acid leave the organism. 
The theoretical and practical inferences derived from the appli- 
cation of this method always are of greatest interest; they are 
indispensable in order to understand the intimate mechanism of 
the action of the diuretic drugs. 

The experimental results demonstrated that the majority of 
the diuretics (mercurials, xanthine) have a predominant effect 
on the tubules, by preventing the reabsorption of water. 
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Correspondence 


TOXIC DRUGS AND ACCIDENTS 


To the Editor:—A study is being made in the Department of 
Pharmacology and Toxicology of the University of Rochester 
School of Medicine and Dentistry, under the direction of Dr. 
Harold Hodge, to determine to what extent the effects of 
therapeutic drugs and exposure to toxic chemicals contribute 
to the high death and disability rates due to accidents. This 
study is part of a wider consideration of the medical aspects of 
accident control, and is concerned particularly with the problem 
of injuries and poisonings which occur in homes and on farms. 
There is special emphasis on the etiology of accidents to children 
between the ages of 1 and 20 years, since accidents are the 
leading cause of death in this age group, and second only to 
congenital malformations as a cause of permanent disability. 

In dealing with industrial and traffic accidents some degree 
of mechanical and legal control is possible. In homes and cn 
farms, where the accident rate is highest, the most authoritative 
influence is that of the practicing physician. 

It has been shown statistically that about 20 per cent of the 
total population have most of the accidents. There is also con- 
siderable evidence to show that many of these accident-prone 
persons are suffering from physical or emotional disorders 
which can be diagnosed and treated clinically. The baffling 
problem of accident tontrol may well find its solution in the 
offices of private practitioners. 

A request is being made to doctors to help in the study 
described. The immediate need is for case histories of the 
following types: 

1. Records of patients who have had accidents while under 
the effects of medications such as antihistaminics, anticonvul- 


sants, barbiturates, sulfonamide drugs, insulin, bromide, atropine 
and procaine hydrochloride. 


2. Records of patients who have had accidents after exposure 
to toxic chemicals such as carbon tetrachloride and naphtha. 


3. Records of patients who have suffered liver or kidney 
damage after exposure to toxic chemicals. There is special 
interest in case histories of such damage after exposure to 
carbon tetrachloride used for dry cleaning, as a solvent or in 
water mark detectors by stamp collectors. 


4. Records of patients who have had repeated small or serious 
injuries because of some physical disorder or disability such as 
limited hearing, defective vision, orthopedic impairment, epi- 
lepsy (slight petit mal or psychomotor attacks), heart failure 
and diabetes. 

Assistance in obtaining this material will be most valuable 
and greatly appreciated. Please address communications to: 
Marion Gleason, Department of Pharmacology and Toxicology, 
University of Rochester School of Medicine and Dentistry, 
260 Crittenden Boulevard, Rochester, N. Y. 


PSYCHOSOMATICS 


To the Editor:—I must point out evidences of loose writing 
in the otherwise excellent paper “Personality in Arterial Hyper- 
tension,” by Gregory Gressel and others (THE JoURNAL, May 
21, p. 265). I refer to the words other accepted ‘psy- 
chosomatic affections’ (asthma, ulcer, colitis),” and again, 
repeated later in the paper, “. did not have one of the 
more common accepted psychosomatic disorders (asthma, ulcer, 
etc.).” 

Such glib statements and loose writing create the false 
breach between psychiatrists and allergists, wholly unwarranted, 
and produce a false impression on the reader. Hundreds of 
allergists in this country treat bronchial asthma successfully 
using the tools of organic medicine; these allergists, too, are 
aware of the psychosomatic relevance in many of their patients. 
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Certainly, there are psychosomatic factors present in all cases 
of asthma; in some it is, perhaps, a major factor. Yet there 
are many cases in which the emotional factor is minimal and, 
perhaps negligible. The interrelationship between the psychic 
and organic etiologic factors in bronchial asthma is very 
apparent and has been recognized for many years. Recently, 
Harris and I (Neuropsychiatric Factors in Allergic Disease, 
M. Arts & Sc. 2: 119 [Oct.] 1948) have clarified this problem 
and have pointed out their relative importance. Perhaps the 
best study of psychic factors in bronchial asthma is that of 
Thomas French and Franz Alexander (French, T. L., and 
Alexander, F.: Psychogenic Factors in Bronchial Asthma, 
Psychosomatic Medicine Monographs, New York, Paul B. 
Hoeber, 1941, vol. 4). In the 27 cases studied and reported by 
French and Alexander a complete allergy workup was done 
by Rappoport with the findings that the patients were all 
allergic in the organic sense. 

There is no question in the mind of any experienced allergist 
that there is a psychosomatic aspect in allergy—in many cases 
rather pronounced—but to consider bronchial asthma as a 
typical example of an “accepted psychosomatic affection” is 
misleading, especially to the physician who is treating a patient 
with asthma due wholly to ragweed pollen in the air. I, for one, 
have on numerous occasions produced an attack of asthma by 
giving an overdose of pollen extract. Also, on several occasions, 
have been able to produce an attack by emotional suggestion. 

I am sure that Dr. Gressel accepts the fact that immunology 
plays a role in the production of asthma, as does pulmonary 
infection and as does emotional conflict, and that he does not 
mean to imply that bronchial asthma is purely a psychosomatic 
disease, as one might infer from the article. 


NorMAN Sure, M.D., Los Angeles. 


SANDY CREEK PREFERS THE VOLUN- 
TARY WAY 


To the Editor:—The following article is being quoted word 
for word as it appeared in a local newspaper, The Watertown 
Times, on Wednesday, May 4, 1949. é 


New Doctor 


As I see It in the Sandy Creek News: A new docter is 
coming in July and a new dentist about the same time; we 
got a barber in Sandy Creek as well as one in Lacona, so our 
hair doesn’t grow down our necks, and it goes to show you 
what can be done if a bunch of fellows really get busy and try 
to put something over. 

I reproduce the item in the hope that it may be copied by 
newspapers all over.the country, because in its few short lines 
there is a world of implication. In a very unassuming and 
straightforward manner it proclaims that the United States 
citizen when he becomes a community force, on even the 
smallest village level, can think for himself, act and take care of 
his needs is a very efficient manner. As shown in the above 
article he not only will farm, work in a factory and buy con- 
sumer goods but also get his hair cut, his teeth fixed and be 
provided with even more medical care. (The small village of 
Sandy Creek in Oswego Co., N. Y., had one physician but 
wanted another one—its own decision, made as such and ful- 
filled.) And, miracle of all miracles, he sees to it that he 
has these benefits without the benighted help of the Washington 
bureaucrat. We should be very much buoyed up in spirit as a 
result of these facts and feel that perhaps the American pubiic 
individually and as a group will continue to care for themselves 
-——unless of course a federal law is passed to the effect that we 
must give up our liberties entirely and be taken care of. 


Mark L. Herman, M.D., Adams, N. Y, 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIOWAL BOARD OF MEDICAL EXAMINERS 


Natroxnat Boarp oF Mepicat Parts and II. 
Centers. Sept. 12-14. Exec. Sec., Mr. E. S. Elwood, 225 S. 
Philadelphia 2. 


Various 
15th St., 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BoarpD OF ANESTHESIOLOGY, 
uly 15. 
ew York 2 


OF INTERNAL MEDICINE: Written. 
Sec.-Treas. Dr. W. A. Werrell, 1 Main St., Madison 3, 


Boarp OsstetRICs AND GyNECOLOGY, INc. I. Vari- 
ous Cente Feb. Final date for filing application is Nov. 5. Sec., 
Dr. Paul Titus, 1018 Highland Bldg., Pittsburgh. 


AMERICAN BoarD oF OPHTHALMOLOGY: St. Louis, Oct. 15-19; Boston, 
December. Sec., Dr. S. J. Beach, 56 Ivie Rd., Cape Cottage, Maine. 


AMERICAN Boarp oF Ortnopagpic Surcery. Part II, New York 
City, Feb. 9-10. Final date for filing application for Part If is Aug. 15. 
Address: Sec.-Treas., Dr. Harold A. Sofield, Room 1856, 122 S. Michigan 
Ave., Chicago. 


Written, Various Cen- 
Oct. 16-20. Sec., Dr. Curtiss B. Hickcox, 745 Fifth 


gg 17. Asst. 


AMERICAN Boarp OF OTOLARYNGOLOGY: ae. Oct. 4-7. Sec., 
Dr. D. M. Lierle, University Hospital, lowa City 

American Boarp oF PatnoLocy: Chicago, Oct. 78 Final date for 
filing application is Sept. 1. Sec., Dr. Robert A. Ain $07 Euclid 
Ave., St. Lou 

AMERICAN BoaRD OF PEDIATRICS: on Cleveland, Bo -18; 


York City, Oct. 21-23; Chicago, Dec. 9-11. Sec., Dr. Joh 


6 Cushman Road, Rosemont, Pa. 


AMERICAN Boarp OF PLASTIC SuRGERy: Examinations are given in 
une and November of each year in the home town of applicants. Sec., 
reas., Dr. Louis T. Byars, 400 Metropolitan Bldg., St. Louis, Mo. 


AMERICAN BoarD OF PREVENTIVE MEDICINE AND Pustic HEALTH: 
Parts I and II. New York, Oct. 22-24. Final date for filing application 
is July 22. Sec., Dr. Ernest Lh Stebbins, 615 N. Wolfe St., Baltimore. 


AmERICAN Boarp oF Psycuiatry AND INc. Special 
Examination, Chicago, Oct. 24-25. Final — filing epegeien, is 
uly 15. December, New York City. Sec. Dr. F. J. Braceland, 102-110 
econd Ave., S.W., Rochester, Minn. 


AMERICAN Boarp oF SurGeRy: Written. Various Centers, October 26. 
Final date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 


AMERICAN Boarp OF UroLocy: Written, December. Oral and Clint- 
- Chicago, Feb. 11-15. Final date for receipt of case histories is Sept. 
, 1949. Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis is, 


BOARDS OF MEDICAL EXAMINERS 


AvasKa: * Juneau, Sept. 6. Sec., Dr. W. M. Whitehead, Box 140, 
Juneau. 


Cororapo: * Endorsement. 
831 Republic Bldg., Denver. 


Connecticut:* Examination, Hartford, July 12-13. sanreary to the 
Board, Dr. Creighton Barker, 258 Church Street, New H 


DELAWARE: July 12-14. Sec., Dr. J. S. 209 South 
State St., Dover 


DistRICT OF * Examination. Weshingten, 14-15. Sec., 
Dr. G. C. Ruhland, 4130 E. Municipal Bldg., Washington 


Denver, July 5. Sec., Dr. W. W. King, 


: Endorsement. Aga 


Gua ana, Last Friday of each eget, Sec 
C. K. Dept. of 


ublic Health, Guam, % F.P.O., San nog 


All: * Examsnation. Honolulu, July 11-14. “a Dr. S. E. 


Haw 
Doolittle, 881 S. Hotel St., Honolulu. 


IpaHO: Boise, July 11-13. Miss - S. Mulliner, Bureau of 
Occupational Licenses, 355 State 


Marne: Augusta, July 5-6. Sec., Dr. poe P. Leighton, 192 State 
St., Portland. 


MASSACHUSETTS: Written, poston, July 12-15. 
Boston 


Sec., Dr. George L. 
Schadt, 413 E. State House, 


Montana: Helena, Oct, 3-5, ee Dr. Otto G. Klein, First National 
Bank Bldg., Helena. 
Nevapa: Carson City, Nov. 7. Sec., Dr. George H. Ross, 112 N. 


Curry St., Carson City. 


New Hampsutre: Concord, Sept. 8-9. Sec., Dr. J. S. Wheeler, 107 
State House, Concord. 


New Mexico:* Santa Fe, Oct. 19-11. Sec., Dr. Charles J. McGoey, 
Coronado Bldg., Santa Fe. 


Nortn Dakota: * Written, , Forks, gly 5-7. Reciprocity, Grand 
Forks, Seec., Dr. C. J. Glaspel, Gr 


Orecon:* Examination. 
iy 22. Exec. Sec., Mr. Howard 
ortland. 


uly 7-9. Reciprocity. Portland, 
Bobb obbitt, 609 Failing Building, 
Petmerevauees Examination, Philadelphia and Pittsburgh, July. Acting 
Sec., Mrs. B. G. Steiner, 351 Education Bldg., Harrisburg. 


Puerto Rico: San Juan, Sept. 6-10. Sec., Dr. Luis Cueto Coll, Box 
3717, Santurce. 
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Ruopve Istann:* Examination. Providence, 7-8. Chief, Mr. Thomas 


B. Casey, 366 State Office Bldg., Providence. 
Souta Daxota:* Examination. Pierre, July 19. Sec., Dr. G. J. 
Van Heuvelen, Capitol Bldg. Pierre. 
Utau: Examination. Salt Lake City, July 13-15. Sec., Dept. of Regis- 
ASHINGTON: * Seattle, July 1 ‘Edward C. Dohm, 


Department of Olympia 


West Vircinta: Charleston, July 7 7-9. Commissioner, Public Health 
Council, Dr. N. H. Dyer, State Capitol, Charleston 5. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Avaska: Juneau, Aug. 28. Sec., Dr. C. Earl Albrecht, Box 1931, 
uneau. 


ARKANSAS: Examination, Little Rock, Oct. 4. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 


District or CotumBIA: Washington, Oct. 
Ruhland, 4130 E. Municipal Bldg., Washington. 


FLoripa: Examination. Gainesville, Nov. 5. Sec., Mr. 
University of Florida, Gainesville. 


Iowa: Des Moines, July 12. Sec., Dr. Ben H. Peterson, Coe College, 
Cedar Rapids. 


Micuican: Examination. Detroit and Ann gM Oct. 14-15. 
Miss Eloise i 101 N. Walnut St., Lansing 1 


Nespraska: Omaha, Oct. 4-5. Director, Bureau Examining puuee, 
Mr. Oscar F. Humble, Room 1009, State Capitol Bldg., Lincoln 9. 


Orecon: Portland, Sept. 3 and Dec. 3. Sec., Mr. Charles D. Byrne, 
State Board of Higher ducation, Eugene. 


Ruopve Istanp: Examination. Providence, Aug. 10. 
Professional Regulation, Mr. Thomas B. Casey, 
Providence. 


wonmocte: Memphis, July 8-9. Sec., Dr. O. W. Hyman, 874 Union 
Ave., Memphis 3. 


24-25. Sec., Dr. G. C. 


M. W. Emmel, 


Sec., 


Administrator of 
366 State Office Bldg., 


onsneaic Seattle, July 13-14. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 


Wisconsin: Milwaukee, Sept. 24 and Dee 3. Sec., Prof. W. H. Barber, 
Ripon College, Ripon. 


Medical Motion Pictures 


FILM REVIEWS 


Lumbar Sympathectomy, Some Clinical Applications and Phyziological 
Principles, PMF 5076. 16 mm., color, sound, 1,100 feet (1 reel), showing 
time thirty-two minutes. Prepared in 1948 by and produced by the United 
States Army. Procurable on loan from the Army Surgeon of the Army 
Area in which the request originates. 

This film illustrates the various applications of lumbar sym- 
pathectomy. It gives a demonstration of the types of condition 
likely to be benefited by this procedure. Selection of patients in 
whom sympathectomy might be considered is then shown. 
Diagnostic tests are made of which the most important is pro- 
Cainization of structure to be removed in the contemplated 
sympathectomy. Contents deal only with conditions involving 
the lower extremities, so that the clinical diagnostic block is 
directed to the lumbar chain. The adequacy of the block is 
judged by skin temperature and oscillometric studies. Skin 
resistance tests are not used. With a satisfactory procaine block 
the intended result from lumbar sympathectomy can be fore- 
seen. Unfortunately, cases are seen in which sympathectomy 
gives far better results than can be anticipated by the block. 

The actual operative procedure is well demonstrated; the 
anterolateral approach with the patient lying on his side over 
the kidney rest is used. A bilateral operation is done in two 
stages. The muscle splitting and the muscle cutting variations 
are shown through the incision, which extends from the tip of 
the twelfth rib downward and forward toward the umbilicus and 
to the outer border of the rectus muscle. Details of removal of 
the sympathetic chain are clear. 


By animated drawings, the sympathetic impulses traveling 
over the various paths in the nervous system are presented with 
considerable imagination. Anatomic and physiologic defects pro- 
duced by removai of certain portions ot the chain are clearly 
shown. Vasoconstrictor drugs such as epinephrine and nicotine 
are reviewed, with the effects produced before and after sympa- 
thectomy. The animation clearly fixes the mechanisms of the 
nervous impulses in the mind. An ordinary anatomic demon- 
stration on the cadaver is also shown. 


— 
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Various conditions usually considered amenable to sympa- 
thectomy are presented in simple terms. This able film can be 
highly recommended for teaching purposes to general practi- 
tioners and senior medical students. It should crystallize in their 
minds some of the indications for this operative procedure and 
also the results likely to be obtained in properly selected cases. 

Photography is superior in every respect. 

How to Avoid Muscle Strains. 16 mm., black and white, sound, 
550 feet (1 reel), showing time fifteen minutes. Prepared in 1949 and 
procurable on loan or purchase from Bray Studios, Inc., 729 Seventh 
Avenue, New York 19. 

This excellent film employs views of a living model in action 
and also animated drawings to illustrate the mechanics of 
muscular activity, especially in the lifting of heavy loads. The 
diagrams beautifully show the analogy between the three types 
of lever studied in physics and certain familiar arrangements 
of bones and muscles in the human body. It then shows the 
correct and incorrect ways of lifting objects and illustrates the 
effects of overstrain on the vertebral column. A _ concluding 
section deals with the difficult subject of hernias. This part 
is less detailed and less accurate and the relation of hernia to 
strain is given much more emphasis than would represent 
current opinion among insurance statisticians and industrial 
hygienists. It is to be hoped that the authors will expand 
this last section into a more detailed and critical film which 
would be amply justified by the great importance of hernia 


y. 

This film is recommended for industrial groups, first aid 
classes in health education, adult groups and physical education 
classes as an introduction to applied anatomy. The film 
consists of a combination of animation and straight photography 
which ranges from good to excellent. The narration is satis- 
factory. The model used is well chosen. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 

Food and Drug Acts: Admissibility of Evidence of 
Consensus of Medical Opinion.— The defendants were 
charged with introducing, or delivering for introduction, into 
interstate commerce misbranded drugs. From a verdict of 
guilty, the defendants appealed to the United States Court of 
Appeals, seventh circuit. 

Section 331 (a) of the Food and Drug Act prohibits the intro- 
duction into interstate commerce of any drug that is adulterated 
or misbranded. It is misbranded according to Section 352 (a) 
if its “labeling is false or misleading in any particular.” The 
term labeling is defined in Section 321 (m) to mean “all labels 
and other written, printed, or graphic matter (1) upon any 
article or any of its containers or wrappers, or (2) accompany- 
ing such article.” The printed matter involved in this suit 
consisted of a letter signed by one of the defendants, a leaflet 
and a circular. 

The defendants contended that the misbranding must occur 
in the labels used and that the labels must accompany the drug 
into interstate commerce; that there was nothing in the three 
items of printed matter used in this case that informed the 
patient how the medicine was to be used; that the ingredients 
of the medicine were not given in the literature; that no thera- 
peutic claim was made for it, nor did any statement appear that 
it was efficacious in the treatment of diabetes, except as to 
results had in prior cases. 

The circumstances in which the drug and the literature were 
introduced or delivered for introduction into interstate com- 
merce varied, said the court, but the general pattern was the 
same. A prospective patient, living outside of Indiana, would 
address a letter of inquiry to the defendants’ clinic and, in 
response thereto, receive the printed circular and sometimes the 
form letter. The patient would thereafter attend the defendants’ 
clinic, and, while there, would receive the leaflet containing diet 
recommendations and, in some instances, also receive a copy of 
the circular. Before leaving, the patient would have delivered 
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to him, or defendants would later ship to him, a three months’ 
supply of the drug. The United States Supteme Court has 
already held, said the court of appeals, that the phrase “accom- 
panying such article” is not restricted to labels that are on 
or in the article or package that is transported and has no 
specific reference to package, containers or their contents. 
Furthermore, it plainly includes what is contained within the 
package whether or not it is “upon” the article or its wrapper 
or container and the advertising matter need not travel with 
the drug. Since in this case, continued the court, it appears 
that the printed matter was used in the sale of the drug, that it 
did advertise and explain the use to be made of the drug and 
that the drug and the printed matter did move from Indiana 
to a point outside of the state, we are impelled to hold that 
the printed matter was “labeling” within the meaning of the Act. 

The defendants also contended that the representations made 
in the labeling were expressions of opinion that they honestly 
believed. They argued that “this is a repeat of the constant 
quarrel existing in the medical profession as to what is proper 
and what is improper in the treatment of disease”; that a dif- 
ference of judgment among medical men as to the best course 
or method of treatment does not tend to prove that either party 
is wholly wrong or wholly right; and that all this case reflects 
is that certain physicians believe in one course of treatment and 
other physicians believe in another course of treatment. In this 
case, said the court of appeals, the issue left to the jury was 
whether or not the labeling was false and misleading in that the 
statements in the printed matter represented, suggested and 
created in the mind of the reader, and led him to believe, that 
the drug was efficacious in the cure, mitigation or treatment of 
diabetes. The labeling represented that “there is real hope for 
the diabetic, and the possibility of recovery; . . . This hope 
is presented in the form of a method and a treatment, which is 
free from prolonged or continuous dieting . This considera- 
tion is invited in terms of what actually has been accomplished 
in a large number of cases of relief and recovery . . . In the 
majority of cases the patient resumes a normal diet within two 
or three weeks after beginning the treatment.” 

To show the ineffectiveness of the treatment, there was pre- 
sented the testimony of patients who had been treated at the 
clinic and had subjected themselves to the recommended home 
treatment, as well as the testimony of relatives of former patients 
who had undergone the treatment and subsequently died. Each 
of these histories was supported by competent medical testimony. 
A diabetic person receiving competent medical care, taking 
insulin and on a regulated diet, with his disease under control, 
was induced to enter the clinic for the prescribed period. In 
accordance with the defendants’ recommendations, he decreased 
his dosage of insulin, or discontinued it, and substituted the 
defendants’ treatment. After subjecting himself to the defend- 
ants’ treatment, he experienced results that commonly follow 
uncontrolled or improperly treated diabetes. The serious and 
irreparable injuries that followed included diabetic coma, per- 
manent eye injuries and gangrene resulting in amputation. 
Outstanding medical authorities who were specialists in the 
treatment of diabetes testified that the treatment used and recom- 
mended by the defendants would have no effect in the treatment 
of diabetes; that it was worthless and absolutely of no value. 
These experts testified that the opinions expressed by them 
represented the concensus of medical opinion of the authorities 
on diabetes; that insulin was the only drug known to be effective 
in the treatment of diabetes; that a proper diet and exercise 
must be integrated with the dosage of insulin; and that the 
patient must be educated to look after his condition. We have 
previously held, said the court of appeals, that a consensus of 
medical opinion is a question of fact and provable as such. It 
has also been held that the conflict of medical opinion concerning 
the effectiveness of a drug likewise presents a question of fact. 
Since it is not necessary, in a prosecution under the Act, to 
prove guilty knowledge or wrongful intent, we think the jury’s 
finding that the labeling was false and misleading was sup- 
ported by substantial evidence. 

The defendants’ other contentions were also overruled, and 
the judgment of guilty was accordingly affirmed. Rehearing 
denied January 3, 1949. United States v. Kaadt, 171 F. (2d) 
600 (1948). 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Pathology, Ann Arbor, Mich. 
25:1-186 (Jan.) 1949 


*Pure Granulomatous Nocardiosis: New Fungus Disease Distinguished 
by Intracellular Parasitism. Description of New Disease in Man Due 
to Hitherto Undescribed Organism, Nocardia Intracellularis, N. Sp., 
Including Study of Biologic and Pathogenic Properties of This Species. 

T. Cuttino and Anne M. McCabe.—p. 1. 
Nonlipid Reticulo-Endotheliosis: Letterer-Siwe’s Disease. 


Cases. E. L. Schafer.—p. 


Nature of Double-Contoured and Stratified Intracellular Bodies in 

Sarcoidosis (Boeck-Schaumann). G. Teilum.—p. 85. 

Histogenesis of Clear Cell Papillary Carcinoma of Skin. Y. Liu.—p. 93. 

*Primary Amyloidosis, with Report of 6 Cases. D,. C. Dahlin.—p. 105. 

Topography = Chronic Gastritis in Otherwise Normal Stomachs. R. Heb- 

ee <a of Cartilage Cells in Newborn Rat by Brief Refrigeration, 

with Consequent Skeletal Deformities. R. O. Scow.—p. 143. 

Effect of Diet During Pregnancy on Incidence of Congenital Hereditary 
Diaphragmatic Hernia in Rat. Failure to Produce Cystic Fibrosis of 
oe by Maternal Vitamin A Deficiency. Dorothy H. Andersen. 
—p. . 

Granulomatous Nocardiosis, a New Fungus Disease.— 
Cuttino and McCabe report the case of a 34 month old girl 
whose illness began with anorexia, nausea, vomiting and pro- 
gressive loss of weight about four and a half months before her 
death. Shortly after the onset a mass, thought to be a lympho- 
sarcoma, was noted in the abdomen. A transfusion and five 
treatments of high voltage roentgen therapy were administered. 
Roentgen therapy was discontinued because of unfavorable reac- 
tion, and the child was admitted to Duke Hospital for an 
exploratory operation. An enlarged inguinal node was removed 
and showed complete alteration of its architecture with pro- 
liferation of the macrophages. The cytoplasm of these macro- 
phages appeared foamy and granular. Inasmuch as_ they 
resembled Gaucher's cells, a lipodystrophy was considered. 
Ziehl-Neelsen stain demonstrated that these cells contained 
massive numbers of an acid-fast bacilliform organism. A second 
biopsy showed a lesion of essentially the same type. The 
organism was isolated in pure culture. On proctoscopic exam- 
ination irregular ulcers were observed. A biopsy of one of 
these ulcers showed proliferation of macrophages containing 
many acid-fast organisms. The patient grew progressively 
weaker despite supportive measures, and died. The authors 
describe studies on the etiologic agent and stress that the 
morphologic, cultural and biochemical characteristics of this 
organism justify its designation as a new species to which the 
name Nocardia intracellularis, n. sp., has been given. This 
organism is assigned to the genus Nocardia, family Actinomy- 
cetaceae. The disease produced by this organism in man is a 
pure form of granulomatous inflammation, characterized by 
phagocytosis of the pathogen by reticuloendothelial cells and 
proliferation of these cells. In the spleen and lymph nodes 
the proliferation of macrophages is of such proportion as to 
displace completely the normal structure. Nocardia intracellu- 
laris, n. sp., produces a nonlethal disease in guinea pigs, rats 
and mice. The reaction produced in the experimental animal 
differs sharply from the reaction in man. 

Primary Amyloidosis.—Dahlin says that of the 44 cases of 
amyloid disease in which necropsy was performed at the Mayo 
Clinic during the twenty-five year period 1922 through 1946, 
7 were examples of primary systemic amyloidosis. In an eighth 
case necropsy was done in 1947. Six of these patients were 
men and 2 were women. Their ages varied from 40 to 75 years, 
the average being 56 years. The interval between the onset of 
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symptoms and death varied from eight months to four years. 
The 6 cases demonstrate the remarkable diffuse involvement of 
mesodermal structures in this disease. The distribution of 
amyloid differs from that usually described for secondary amy- 
loidosis, especially in the constancy of involvement of the heart 
and the frequency of involvement of striated muscle, lungs and 
small blood vessels throughout the body. The cases in which 
involvement of the spleen, adrenal glands, liver and kidneys 
occurred demonstrate that amyloid distribution of the so-called 
secondary type is overlapped in primary systemic amyloidosis. 
The clinically important lesions were cardiac in 3 cases, which 
is in conformity with the findings in the majority of reported 
cases of primary systemic amyloidosis. In the 2 cases in which 
primary hepatic disease was simulated, the association of signs 
of hepatic disease and of renal disease is noteworthy. Macro- 
glossia was absent in 5 of the cases. The author concludes that 
this symptom does not have the diagnostic importance for pri- 
mary systemic amyloidosis ascribed to it in the literature. The 
identity of the homogeneous, amorphous, pink-staining material 
seen in sections stained with hematoxylin and eosin should be 
confirmed by the use of special stains. In these 6 cases the 
amyloid showed definite metachromasia with methyl violet. The 
affinity of amyloid for congo red in primary amyloidosis was 
not as great as that observed in secondary amyloidosis. The 
van Gieson connective tissue stain is valuable in differentiating 
amyloid from hyaline or collagenous connective tissue of similar 
density. Biopsy of affected organs is the only certain diagnostic 
procedure in the cases in which the amyloid lacks affinity for 
intravenously injected congo red. 


American Journal of Surgery, New York 
77:1-136 (Jan.) 1949 


Osteoid Osteoma. B. L. Coley and N. Lenson.—p. 3. 

Triple Arthrodesis. P. C. Rizzo and O. Lehmann.—p. 10. 

*Treatment of Fractures of Forearm with Intramedullary Pins. 
Stuck and M. S. Thompson.—p. 12. 

Fractures of Neck of Astragalus. W. J. Foley.—p. 19. 

Use of Quaternary Ammonium Compound for Surgical Scrub. H. Swan, 
R. I. Gonzalez, A. Harris and others.—p. 24. 

Colectomy. H. L. Skinner and R. R. Smith.—p. 38. 

*Disadvantages of Dicumarol with Special Reference to Therapeutic 
Inadequacies. C. P, Artz, Mary Martin and R. S. McCleery.—p. 47. 

Common Non-Vascular Nevi and Their Treatment. A. J. Delario.—p. 53. 

Treatment of Peritonitis with Parenteral Ocenia and Penicillin. 
B. Schaff, J. G. Spendlove and J. W. Todd.—p. Ly. 


Transthoracic Gastrectomy for Carcinoma Stomach, 
—p. 
— of Eel Pain” by Spinal Ganglia Block. A. L. Soresi. 
72. 


W. G. 


Vidgoff.— 


Casatene Ligation of Abdominal Aorta for Aneurysm by Spiral Method: 
Case Controlled by Aortography. A. Prudente.—p. 79. 
Use of Continuous Non-Absorbable Buried Suture Throughout in 
Operative Procedure. J. T. Gilbert.—p. 93. 
Method for Suturing Short Pulmonary Vein. A. Lambert.—p. 97. 
Intramedullary Pins for Fractures of Forearm.—Stuck 
and Thompson emphasize that complicated fractures of the 
forearm in which it is impossible to correct the displacement 
usually require open reduction with some type of internal 
fixation. The use of removable intramedullary wires and 
pins seems to offer a happier solution to internal fixation 
than anything that has been tried thus far. The technic of 
insertion of intramedullary wires and pins has now become 
well standardized. Advantages of intramedullary fixation of 
fractures of the radius and ulna are: (1) only a small incision 
is required; (2) there is only slight bleeding at the time 
of the operation and therefore little shock; (3) there is little 
dissection of the periosteum from the fracture fragments; 
(4) danger of infection is minimized because of the smaller 
wound; (5) the probability of union of the fracture is increased 
because the pins hold the fragments together even though 
some absorption of the bone ends takes place. In 19 cases 
in which they have treated fractures of the shaft of the bones 
of the forearm by the use of intramedullary wires and pins 
they have had only 2 failures. In general when the fragments 
were well reduced the wires provided perfect fixation with 
a minimum of interference with bony union. Solid bony union 
was seldom present in less than three months. Intramedullary 
wires or pins probably should not be used in compound frac- 
tures because of the danger of introducing infection into the 
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marrow cavity of the bones. In old fractures with malunion 
or nonunion, wires are useful for supporting bone ends after 
osteotomy and bone graft operations. 


Disadvantages of Dicumarol.°—According to Artz and 
his associates many clinics employ dicumarol® as the anti- 
coagulant of choice in the treatment of intravascular throm- 
bosis, chiefly because of its low cost and oral effectiveness. 
Disadvantages of its use such as delayed effect, necessity of 
daily prothrombin determinations and tendency to evoke hemor- 
rhage have been well recognized. A study of their cases of 
thromboembolism leads the authors to emphasize certain other 
pitfalls encountered when dicumarol® therapy is employed. They 
found that too often the unpredictable response of the patient 
to dicumarol® makes it difficult to maintain the prothrombin 
level in the suggested therapeutic range of 10 to 30 per cent 
of normal and even when a prophylactic prothrombin depression 
has been maintained within the therapeutic range, thrombosis 
may occur. They cite 2 patients with thrombosis in whom 
the thrombotic process extended in spite of a dicumarol®-induced 
hypoprothrombinemia of less than 30 per cent of normal. 
A transfusion of whole blood to rectify excessive depression of 
plasma prothrombin by dicumarol® may increase the coagulability 
of the blood sufficiently to allow thromboembolism to occur. The 
dicumarol® effect, as evidenced by the Quic': prothrombin test, 
may be most inaccurate if determined on blood containing 
moderate amounts of heparin on the end point of the test. They 
feel that although dicumarol® has been the popular anticoagulant 
for several years, the newer preparations of heparin in a gelatin 
menstruum may prove safer and more dependable. 


Annals of Internal Medicine, Lancaster, Pa. 
30:1-248 (Jan.) 1949 


Changing Viewpoint About Congestive Failure. I. Starr.—p. 1. 

Achlorhydria and Peptic Ulcer: Further Study of Role of Peptic 
Activity in Pathogenesis and Course of Peptic Ulcer. W. E. Ricketts, 
W. L. Palmer, J. B. Kirsner and Anna Hamann.—p. 24. 

Problems in Natural History of Poliomyelitis. A. B. Sabin. —p. 40. 

Androgen Therapy. W. O. Thompson.—p. 55. 

Physiologic Effects of Physical Therapy. G. M. Piersol.—p. 69. 

Use of Anticoagulants in Treatment of Diseases of Heart and Blood 
Vessels. I. S. Wright.—p. 3 

Certain Clinical Aspects of Application of Water Balance Principles to 
Heart and Kidney Disease. F. R. Schemm.—p. 

Clinical Observations with Fagarine. D. Scherf, A. M. Silver and 
L. D. Weinberg.—p. 100. 

Xanthomatous Biliary Cirrhosis oe Syndrome). H. E, MacMahon 
and S. J. Thannhauser.—p. 12 


Archives of eiiciiaites and Syphilology, Chicago 
58:1-94 (July) 1948 


Linear Scleroderma: Association with Abnormalities of Spine and Ner- 
vous System. L. Rubin.—p. 1. 

External Use of “‘Carbitol Solvent, ” “Carbitol” and Other Agents. W. M. 
Meininger.—p. 19. 

Tinea Capitis Due to Combined Infection with Microsporum a 
and Microsporum Lanosum: Report of Case. K. Loewenthal.—p. 27. 

Treatment A, Early Syphilis with Penicillin in Oil and Wax. A. Hey. 
man.—p. 

Keratosis Pilaris Rubra Atrophicans Faciei. H. Hecht.—p. 41. 

Aminophylline as Antipruritic Agent: III. Comparison with Certain 
Other Theophylline Salts. E. Epstein.—p. 47. 

Familial Urticaria Due to Cold. F. G. Witherspoon, C. B. White, J. M. 
Bazemore and H. Hailey. —p. 52. 

Salicylanilide Therapy in Tinea Capitis. I. M. Felsher.—p. 56. 

Use of Vitamin A in Treatment of Cutaneous Diseases: Relation to 
Estrogen and Vitamin B Complex. Frances Keddie.—p. 

Lichen Urticatus Syndrome as Manifestation of Sensitivity to Bites from 
Various Species of Arthropods. L. Goldman.—p. 74. 


Archives of Ophthalmology, Chicago 
40:1-100 (July) 1948 


Studies in Experimental Ocular Tuberculosis: XI. Effect of ‘‘Promin” 
and “Promizole’ in Experimental Ocular Tuberculosis in Normal 
Rabbit. A. C. Woods and E. L. Burky.—p. 1. 

Granular Cell Myoblastoma of Orbit. J. H. Dunnington.— 

Experimental Investigation of Pathogenicity of Revacnaas Isolated 
Conjunctiva. C, Weiss, M. C. Shevky and Isabella H. 
erry.— 

y Ointments. L. Lehrfeld and E. J. Donnelly. 
—p. 39. 

Clinical Experiments with New Ways of Influencing Intraocular p= sy 
I. Effect of Rice Diet. F. W. Stocker, L. B. Holt and J. W. Clower. 


—p. 46. 
Tumors of Optic Nerve: Long Survival in 3 Cases of Intracranial Tumor. 
N. Posner and G. Horrax.—p. 56. 
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Archives of Surgery, Chicago 
57:613-762 (Nov.) 1948 
*Aortic Embolism. W. D. Holden.—p. 613. 
Histologic Basis for Anacidity in Gastric Disease. L. W. Guiss and 
W. Stewart.—p. 618. 
*Distribution of Gastric Changes Accompanying Gastric Cancers in Vari- 
ous Locations. L. W. Guiss and F. W. Stewart. “a 624. 

Camptodactyly. B. Schaff and P. W. Schafer.—p. 633 

Present Bug Treatment of Postoperative Duodenal Fistula. J. Rékai. 


Gocunia " Surgery in the Army Air Forces During World War IT: 
I. Introduction and Internal Derangements of Knee. J. V. Luck, 
H. M. A. Smith, H. B. Lacey and A. R. Shands Jr.—p. 642. 

*Patella Cubiti: New Method of Treatment for Its Avulsion. J. Sachs and 
G. Degenshein.—p. 675. 

Intraperitoneal Rupture of Urinary Bladder Complicating Fracture of 
Pelvis: Technics of Repair. R. K. Ratliff and A. S. Isaacson.—p. 681. 

Clinic on Disease of Biliary Tract. F. Glenn and Staff.—p. 686. 

Gastric Resection for Duodenal Ulcer. W. Walters and E. R. Taylor. 
—p. 697. 

este 4 Urologic Surgery. A. J. Scholl, F. Hinman, E. Crowley and 
others.——p. 699. 

Chronic Arthritis. J. G. Kuhns.—p. 729. 

Conditions Involving Knee Joint. R. K Ghormley and others. “—_ 743. 

Conditions Ifvolving Foot and Ankle. E. D. W. Hauser.—p. 

Aortic Embolism.—Holden reports the case of a man, oat 
50, who, one hour before admission, complained of severe pain 
in the lower portion of the back and abdomen, which proceeded 
into the lower extremities within a few minutes. His extremi- 
ties became numb, cold and mottled blue and white. Within 
one-half hour, complete anesthesia developed from the midthighs 
distally. The patient was taken to the operating room and 
given 14 mg. of weighted tetracaine hydrochloride intrathecally. 
A suprapubic incision was made. The patient was placed in the 
Trendelenburg position and the intestines packed into the upper 
abdominal cavity. Exposure of the aorta and the common iliac 
arteries showed no pulsations below the first centimeter of each 
common iliac artery. At these sites the vessels were distended, 
and rubbery intraluminal masses were palpable. The right com- 
mon iliac artery was occluded by means of a small rubber tube 
above the palpable mass. The external and internal iliac 
arteries were similarly occluded below the mass. A 1 cm. longi- 
tudinal incision was then made in the common iliac artery over 
the mass. A 3.3 by 1 cm. organized embolus was lying free 
in the vessel and was easily extruded. The rubber tubes on 
the internal and external iliac arteries were loosened, and blood 
flow was obtained. The tube above on the common iliac artery 
was then loosened and a gush of blood obtained. An attempt 
was made to milk the embolus in the left common iliac artery 
back into the aorta and then into the right side. It could not 
be dislodged without undue trauma. The tubes on the right 
side having been retightened, the opening was closed. Before 
closure was completed, the lumen was filled with isotonic 
solution of sodium chloride. The same procedure was performed 
on the left side. On the eleventh postoperative day the patient’s 
respiratory rate became rapid, and an electrocardiogram showed 
extension of the previous myocardial infarct. On the twelfth 
postoperative day, he became cyanotic and dyspneic. Peripheral 
vascular collapse occurred, and he died. At necropsy a recent 
embolus in a small pulmonary arterial branch in the lower lobe 
of the right lung was found. No thrombi were observed at 
the suture lines in the iliac arteries, and the arteries of both 
lower extremities were patent. The author stresses that post- 
operative thrombosis or embolism elsewhere should be treated 
as vigorously as the primary embolism. The patient whose 
extremity may be preserved by embolectomy should not be 
denied the opportunity. 

Gastric Changes Accompanying Gastric Cancers in 
Various Locations.—The material collected by Guiss and 
Stewart was divided into seven groups: Group A was a control 
group of 48 “normal” stomachs. Group B consisted of 92 gastric 
specimens containing carcinoma arising in the pyloric portion. 
Group C was made up of 67 specimens of carcinoma of the 
fundus excluding the “surgical cardia.” Group D was composed 
of 46 carcinomas of the “surgical cardia” of the stomach. 
Group E consisted of 32 consecutive stomachs resected for 
duodenal ulcer. Group F included 19 specimens of peptic ulcer 
located in the pyloric area. Group G was a group of 20 stomachs 
resected for peptic ulcer of the fundus gland area. It was found 
that the mean age at which cancer develops in the various areas 
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of the stomach is the same. The average stomach of “normal” 
persons reaching the cancer age (40 to 79) shows a mild gen- 
eralized chronic atrophic gastritis, with perhaps a slight intensi- 
fication in the pylorus. Cancer of the stomach, with the exception 
of cancer of the cardia, is associated with a generalized chronic 
atrophic gastritis of moderate degree, the gastritic changes 
being of equal intensity throughout the stomach without regard 
to the location of the cancer. Although the chronic atrophic 
gastritic changes found in the presence of carcinoma of the 
cardia might be expected to be more severe in the fundus than 
in the pylorus, since chronic atrophic gastritis is usually felt to 
be associated with the presence of carcinoma, the amount 
actually present is not significantly increased over that found 
in the “normal” stomachs of persons in the same age group 
and is definitely less than that found in carcinoma of the body 
of the stomach. Duodenal ulcer has little or no influence on the 
gastric mucosa. Prepyloric peptic ulcers are associated with 
a mild atrophic chronic gastritis limited to the pyloric mucosa. 
The presence of a peptic ulcer on the fundus gland area is 
associated with a generalized chronic atrophic gastritis of the 
whole stomach indistinguishable from that seen in carcinoma of 
the stomach. 

Patella Cubiti.—According to Sachs and Degenshein, patella 
cubiti is a condition of the elbow wherein a patella-like bone 
lies proximal to the olecranon process within the investments 
of the triceps tendon. The patient with patella cubiti is asymp- 
tomatic except for mild limitation of extension. Discovery of 
this anomaly is usually coincidental. In avulsion of a patella 
cubiti the patient usually gives a history of an extension force 
on the elbow, followed by pain and inability to extend it. On 
palpation, a moderate-sized bony fragment may be felt posterior 
to the lower end of the humerus. Roentgenograms reveal a 
sesamoid bone which, when avulsed, lies perhaps 1 to 2 cm. 
proximal to the olecranon; when not avulsed, it lies immedi- 
ately proximal to the olecranon and articulates with it. The 
most important (roentgenologic) diagnostic feature is the fact 
that the combined measurement of the ulna and the sesamoid 
is greater than that of the opposite normal ulna or, in the case 
of a bilateral patella cubiti, longer than would be expected 
from the length of the related radius. This diagnostic feature 
will help differentiate patella cubiti from traumatic fractures 
or from avulsions of the olecranon process, with which it is 
sometimes confused. In the case herein reported the authors 
used a screw to approximate the sesamoid with the head of the 
olecranon. 

Arizona Medicine, Phoenix 
6:1-92 (Jan.) 1949 


*Current Status of Routine Chest X-Raying in General Hospitals of the 
United States: September, 1948. W. H. Oatway Jr.—p. 23. 
Polyps of Colon and Rectum. W. H. Daniel and G. C. Tyler.—p. 30. 
Treatment of Menstrual Disorders in General Practice. Broda O. 
Barnes.—p. 
Treatment of Epidemic Diarrheas on Navajo Reservation, I. Frank. 
35. 


—p. 
6:1-84 (Feb.) 1949 

Acute Complications of Fractures. W. H. Bickel.—-p. 15. 

Vagotomy and Ulcer Problem. P. Thorek.—p. 20. 

Surgical Management of Varicosities in Lower Extremity. 
Littlefield.—p. 25. 

Acute Obstructive Laryngotracheobronchitis: Management from Stand- 
point of General Practitioner and Pediatrician. A. H. Neffson.—p. 32. 
Routine Roentgen Examination of Chest in Hospitals. 

—Oatway has made a survey of the current program of 

routine roentgen examination of the chest in general hospitals 

of the United States. The roentgen examination of outpatients 
and new admissions to hospitals is established as one of the 

best ways to find tyberculosis and other chest lesions. A 

progressive increase in usage was noted on previous occasions— 

in 1935 the method was being tried out; in 1938, no hospital 
was known to have a regular program; in 1943, 56 hospitals 
reported use of the method. In early 1948 a hospital association 
found that 889 institutions of all sorts (of the 6,600 registered) 
had reported routine roentgen examination of newly admitted 
patients. The present survey, made in August 1948, included 
data only from general hospitals. Information was requested 
from the state health departments (42 of which have tuberculosis 
control directors) and certain other qualified sources. Admin- 
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istration was said to be harder to arrange than financing. The 
number of general hospitals with an active program of roentgen 
examination of the chest was 247. Numerous other hospitals 
either have equipment or a plan. The word “routine” is a 
misnomer, since only a portion of the patients are included in 
many hospitals. Use of the method is increasing, but it must 
be extended to more hospitals and a higher percentage of 
registrants to approach its real value. 


Cancer Research, Baltimore 
8:397-448 (Sept.) 1948 


Hormonal Imbalances in Tumorigenesis. W. U. Gardner.—p. 397. 
Influence of Sex Hormones on Mammary Tumors Induced by 2-Acetami- 
nofluorene. A. Cantarow, J. Stasney and K. E. Paschkis.—p. 412. 
Early Changes in Experimentally Produced Adenomas and Adenocarci- 

nomas of Stomach. E. L. Howes and J. R. de Oliveira.—p. 419. 

Tumor Immunity in Mice, Induced with Lyophilized Tissue, as Influenced 
by Tumor Strain, Host Strain, Source of Tissue, and Dosage. G. D. 
Snell, A. M. Cloudman and Elizabeth Woodworth.—p. 429. 

Effect of Cold and of Beef Spleen Extract on dbrB Mouse Tumor Cells 
as Shown by Growth of Transplants into dba Mice and by Cytologic 
Examination. Eileen W. E. Macfarlane, N. G. Schmock and L. V. 
Nadeau.—p. 438. 


Florida Medical Association Journal, Jacksonville 
$35:421-454 (Jan.) 1949 


Bronchogenic Carcinoma: 
W. C. Sumner.—p, 421. 
Program of Diabetes Demonstration Unit in Jacksonville and Duval 
County. M. J. Ford.—p. 426. 
Superior Laryngeal Neuralgia. C. C. Grace.—p. 428. 
*Present Management of Nonspecific Urinary Infections. 
430. 


Report of Three Cases. K, A. Morris and 


A. J. Butt. 


Pericardial Celomic Cyst: Case Report. 
and H. G. Morin.—p. 435. 
Management of Urinary Infections.—Butt stresses that 

adequate clinical and bacteriologic evaluation is essential in 

the treatment of urinary infections. Removal of any obstruction 
which impedes the free flow of urine is essential for the full 
therapeutic benefit to be derived from chemical or antibiotic 
agents. Relatively small doses of sulfonamide compounds are 
adequate, but the combination of multiple sulfonamide com- 
pounds is more efficient and is not accompanied by any increase 
in renal complications. Penicillin is of greatest value in the 
treatment of coccic infections. It is of little value in bacillary 
infections and is useless in tuberculous infections. Streptomycin 
is valuable in the treatment of infections due to gram-negative 
bacilli and in the treatment of genitourinary tuberculosis. 

Adequate dosage of antibiotic agents should be instituted in 

order to preclude possible resistance to these antibiotics. The 

combined use of antibiotics and chemotherapeutic agents may 
be indicated in mixed infections. Precautions must be taken to 
avoid untoward sequels from sulfonamide compounds and 


antibiotics, 
Journal of Allergy, St. Louis 
20:1-86 (Jan.) 1949 


Quantitative Immunologic Studies with Allergens: I, Colorimetric Abso- 
lute Methods in Analysis of Factors Influencing Precipitation of 
Ragweed Pollen Extracts and Homologous Rabbit Antisera. S. C. 
Bukantz, Mary C. Johnson and S. Hampton.—p. 1. 

Id.: Il. Deterioration of Ragweed Pollen Extracts as Measured by Pre- 
cipitation, Neutralization, and Protein Nitrogen Analysis. Prevention 
of Deterioration by Glycerin. S. F. Hampton, S. C. Bukantz and 
Mary C. Johnson.—p. 19. 

Histamine Antagonists: Comparative Study of Their Effect on Hista- 
mine and Allergic Skin Wheals. E. Schwartz and J. Wolf.—p. 32 

Extracts of Molds Grown on Synthetic Media. F. W. Bieberdorf and 
J. W. Argabrite.—p. 50 

Skin Sensitivity to Streptomycin. S. W. Simon.—p. 5 

Effects of Benadryl on Systemic TR lela of Cold Hypersensitivity. 
J. E. Rothschild.—p. 62. 

Evaluation of Conjunctival Testing in Extrinsic Respiratory Allergy. 
L Abram.—p. 66. 

*Intranasal Application of Buffered Tripelennamine (Pyribenzamine) 
Solution in Allergic Rhinitis: Preliminary Report. J. Brem and 
J. Zonis.—p. 70. 


Intranasal Application of Tripelennamine in Allergic 
Rhinitis—Brem and Zonis used a_ buffered solution of 
tripelennamine hydrochloride for topical application in 81 
patients with allergic rhinitis and obtained satisfactory results 
in 90 per cent of the patients. Early in the study a 2 per cent 
solution of tripelennamine was used, but it was soon replaced 
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with a 0.5 per cent solution, because the stronger solution caused 
local discomfort. No serious local or general effects were 
noted. Topical therapy was effective when antihistaminic drugs 
orally administered could not be tolerated because of drowsiness 
and other distressing symptoms. The local effect is temporary 
and the usual therapeutic measures are necessary. 


Journal of Clin. Endocrinology, Springfield, Ill. 
8:1013-1150 (Dec.) 1948 


Studies in Growth. I. Interrelationship Between Pituitary Growth Factor 
and Growth-Promoting Androgens in Acromegaly and Gigantism. 
II. Quantitative Evaluation of Bone and Soft Tissue Growth in 
Acromegaly and Gigantism. L. W. Kinsell, G. D. Michaels, Choh Li 
and W. E. Larsen.—p. 1013. 

Absorption and Excretion of Chorionic Gonadotropin Administered Intra- 
muscularly in Women. J. T. Bradbury and W Brown.—p. 1037. 

Excretion Studies on Thiouracil and Its 6-Benzyl, 6-n-Propyl and 
6-Methyl Derivatives in Man. D. A. McGinty, E. A. Sharp, W. A. 
Dill and R. W. Rawson.—p. 1043. 

Methylthiouracil in Treatment of Hyperthyroidism. E. P. McCullagh 
and W. T. Sirridge.—p. 

Prolonged Methylthiouracil Treatment in Thyrotoxicosis, 
Cessation of Treatment. 
—p. 1060. 

Variations in White Blood Cells Following Oral Administration of 
Glucose to Diabetics and Nondiabetics. J. W. Jailer, Dorothy T. 
Marks and P. A. Marks.—p. 1074. 

Constitutional Precocious Puberty in the Female and Its Control by 
Androgens: Preliminary Report. S. C. Freed and Minnie B. Gold- 
berg.—p. 1081. 

Ethinyl Estradiol. 


Results After 
E. Meulengracht and K. Kjerulf-Jensen. 


K. W. Thompson.—p. 1088. 


Journal of Nervous and Mental Disease, New York 
109:1-94 (Jan.) 1949 


Disturbance of Dermatokinesthesis in Cerebral and Spinal Diseases. 
L. Halpern.—p. 1. 

Hypno-Synthesis: Hypnosis as 
J. H. Conn.—p. 9, 

Neurologic Syndromes in Typhus Fever. E. Herman.—p. 25. 

Successful Treatment of Obsessive Compulsive Neurosis with Narco- 
synthesis Followed by Daily Electro-Shocks. S. M. Korson.—p. 37. 

Electroencephalogram in Scleroderma. R. M. Taylor and B. L. Pacella. 

—p. 42 


Unifying Interpersonal Experience. 


Rhythmic. Palatopharyngeal Myoclonus: 
nificance. M. M. Stern.—p. 48. 

Poliomyelitis: I. Bulbar Poliomyelitis: Neurophysiological Interpretation 
of Clinicopathological Findings. J. R. Brown and A. B. Baker.—p. 54. 


Review, Case Report and Sig- 


Journal of Neurophysiology, Springfield, Ill. 
12:1-80 (Jan.) 1949. Partial Index 


Return of Sensation After Experimentally Produced Lesions in Sciatic 
Nerve of a . C. Sherman, E. L. Tigay, A. J. Arieff and M. A. 


Schiller.—p. 1. 
Acetylcholine and Convulsive Activity. J. Hyde, S. Beckett and E. Gell- 
horn. 7 


Effects ‘aa Direct and Reflex Nerve Stimulation on Exocrine Secretory 
Activity of Pancreas. A. Kuntz and C. A. Richins.—p. 29. 
— of Pain Sensory Threshold to Form of Mechanical Stimulator. 
. H. Bishop.—p. 51. 


Journal of Neurosurgery, Springfield, IIl. ‘ 
6:1-96 (Jan.) 1949 

Neurosurgery Yesterday, Today and Tomorrow. W. Penfield.—p. 6. 

Tantalum Cranioplasty: Review of 106 Cases in Civilian Practice. 
E. C. Weiford and W. J. Gardner.—p. 13. 

Study of 211 Patients with Verified Glioblastoma Multiforme. L. Davis, 
J. Martin, S. L. Goldstein and M. Ashkenazy.—p. 

Arterial Anomalies of Spinal Cord. J. A. Epstein, A. J. Beller and 
I. Cohen.—p. 

*End-Results of Surgery for Ruptured Lumbar Intervertebral Disks: 
rs. “i Study of 327 Cases. G. Spurling and E. G, Grantham. 


*uelanion “Cortical Undercutting as Means of Modifying and Studying 
Frontal Lobe Function in Man. Preliminary Report of 43 Operative 
Cases. W. B. Scoville.—p. 65. 

Results of Surgical Treatment of Ruptured Inter- 
vertebral Disk.—Spurling and Grantham sent questionnaires 
concerning the results of their operations for ruptured lumbar 
intervertebral disk to 363 patients operated on during the 
eight year period ending in March 1947. The 327 replies that 
were received represent 90 per cent response. The 80 patients 
who took advantage of the opportunity for a follow-up examina- 
tion offered in the questionnaire constituted a control group 
in that they served as a check on the reliability of the answers 
given by the whole group. Forty per cent of the patients who 
replied to the questionnaire could be regarded as completely 
cured, while another 39 per cent had more or less satisfactory 
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results. In the remaining 21 per cent the results were only 
fairly successful or operation had to be regarded as a failure. 
More than 85 per cent of the patients were able to return to 
their previous occupations, while only 2.2 per cent were unabie 
to work at all. The disproportionately large number of less 
than satisfactory results in the patients receiving compensation 
was noteworthy. This series of cases shows the high propor- 
tion of cures and of satisfactory functional results that can 
be secured with a simple operation on the ruptured disk. Spinal 
fusion is therefore regarded as contraindicated at the original 
operation. It is recommended that it be reserved as a secondary 
procedure for those cases in which persistence of symptoms 
warrants additional surgery. 


Cortical Undercutting for Modifying Frontal Lobe 
Function.—According to Scoville a technic of cortical under- 
cutting has been devised which makes it possible to detach 
certain areas of the frontal cortex by making a line of cleavage 
at the relatively avascular junction of gray and white matter. 
Cortical undercutting constitutes a method of producing discrete 
cortical lesions without interference with the blood supply to 
adjacent areas of the brain. Three areas have been selected 
for cortical undercutting: partial Brodman’s areas 9 and 10, 
the orbital surface and the cingulate gyrus. Forty patients 
have undergone cortical undercutting for the treatment of 
mental disease, and 3 patients have undergone undercutting 
for intractable pain. There was 1 death directly caused by 
the operation. Early isolated seizures have occurred in 3 
patients, 2 of these having orbital undercutting. One late 
seizure occurred during a hypoglycemic episode. Few gross 
physical, visceral or autonomic sequelae have followed even 
the undercutting of the orbital and cingulate gyrus areas. Pro- 
longed stupor as described by Ward did not ocur in patients 
undergoing cingulate gyrus undercutting, although they were 
temporarily more somnolent than either the “9 and 10” or 
“orbital” patients. All were ambulatory and able to eat within 
twenty-four hours. The 3 patients suffering from intractable 
pain have been initially benefited after cortical undercutting 
of areas 9 and 10, especially in the relief of anxiety, addiction 
and anticipation and memory of pain. The duration of relief 
has not yet been determined. The author feels that the thera- 
peutic results justify further investigation. 


Mental Hygiene, Albany, N. Y. 
33:1-176 (Jan.) 1949. Partial Index 


The National Committee for Mental Hygiene Looks Ahead. G. S. 
Stevenson.—p. 1 

Dynamic Forces in International Relations. A. H. Leighton.—p, 17. 

General Principles of Federal. Program for Mental Hygiene, L. A. 
Scheele.—p. 25. 

How the National Mental Health Act Works. J. V. Lowry.—p. 30. 

Thoughts Arising from eee Survey of State Programs. A. Z. 
Barhash and Mary C. Bentley.—p. 40. 

“Responsibility of Local Community Pa Mental-Health Program. S. Whit- 
man.—p. 51. 

Perspective on National Health Planning. Q. Howe.—p. 61. 


Community Education Through Press, Radio, Films and Drama. Nina 
Ridenour.—p. 

Research in Mental Health in National Perspective. W. C. Menninger. 
—p. 78. 


The Local Community and Mental Health.—Whitman 
stresses that the battle for mental health is a primary respon- 
sibility of the locality. While the state and the federal govern- 
ment have the over-all planning job, they can meet but a fraction 
of the needs. The local organization has the responsibility of 
promoting the development of their own resources. The local 
organization in Cleveland started with the improvement of 
conditions in the state mental hospital and the improvement of 
human relations. It reaffirmed the logic of promoting the 
training of psychiatric and auxiliary personnel; the need to 
develop psychiatric wards in general hospitals, to strengthen 
and expand child guidance and related social services, to 


-encourage and strengthen psychiatric service in the school 


systems, in the courts and in industry. To provide guidance 
on such and other technical questions, the administrative heads 
of the major psychiatric facilities in Cleveland rallied to the 
request for a psychiatric advisory council. This group has 
made valuable contributions in community planning. The 
author stresses the importance of encouraging the application 
of mental hygiene principles to everyday living. 
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New England Journal of Medicine, Boston 
240:119-160 (Jan. 27) 1949 


Involvement of Ileum in Chronic Ulcerative Colitis. 
J. A. Bargen, M. B. Dockerty and 

Cancer of Lower Large Bowel: 
—p. 127. 

Repeated Nephrotic Episodes with Normal Urine, Serum Protein and 
Cholesterol in Edema-Free Intervals. H. A. Derow.—p. 131. 

Medical Military Science. A. S. Benenson.—p. 135. 

Antibacterial Chemotherapy (Continued). A. Goldstein.—p. 137. 
Diffuse Myeloma of Bone Marrow. Amyloidosis of Liver, Spleen and 
Kidneys. Superimposed Bence-Jones Proteinuria, Kidney?—p. 147. 
Carcinoma of Colon, with Probable Perforation. Generalized Peritonitis. 

Nephrosclerosis.—p. 150. 


F. J. McCready, 
Waugh.—p. 119 


Results in 100 Cases. I. M. Webber. 


240:161-202 (Feb. 3) 1949 
New Method of Repair. 


W. H. Sweet. 


Further Experiences with Injured Bile Ducts: 

F. H. Lahey.—p. 119. 

Recent Impressions of Medical Practice in Great Britain. 
—p. 168. 
*Effect of Sulfanilamide on Salt and Water Excretion in Congestive wean 

Failure. W. B. Schwartz.—p. 173. 

Lutembacher’s Syndrome Associated with Subacute Bacterial Endocard- 

itis: Report of Case. E, R. H. Kurz and I. Fischer.—p. 178. 
Antibacterial Chemotherapy. A. Goldstein.—p. 180. 

Acute Pancreatitis, with Retroperitoneal Abscess Formation.—p. 189. 
Bronchiogenic Carcinoma, Right Middle Lobe, with Metastases to Pleura, 

Liver and Adrenal Glands.—p. 193. 

Sulfanilamide for Salt and Water Excretion.—Schwartz 
presents the histories of 3 patients with severe congestive heart 
failure who were confined to bed or chair and who were fed 
a diet containing 2,000 calories and 300 mg. of sodium. Daily 
fluid intake was constant. Digitalis was continued, but no 
ammonium chloride, mercurials or sodium-containing medica- 
tions were permitted. Sulfanilamide was administered in amounts 
(4 to 6 Gm. per day) that were designed to keep the serum 
level at about 12 mg. per hundred cubic centimeter. All patients 
showed an increase in sodium and potassium excretion within 
the first twenty-four hours of sulfanilamide administration. The 
2 patients in whom it was possible to continue the drug for a 
seven day period maintained a high daily output of sodium in 
the urine which was four to five times the control value and 
exhibited a loss of weight that correlated with the increase in 
sodium output. The pu of the urine increased. At the same 
time there was a sharp fall in carbon dioxide-combining power 
of the serum accompanied by an increase in chloride. These 
changes can best be explained by an inhibition of carbonic 
anhydrase in the renal parenchyma with retention of hydrogen 
ions and concomitant diminution of sodium reabsorption. The 
author feels that sulfanilamide is too toxic for prolonged or 
routine use. Other sulfonamide compounds that are also inhibi- 
tors of carbonic anhydrase are under investigation in an effort 
to find a compound less toxic than sulfanilamide. 


Northwest Medicine, Seattle 
48:1-76 (Jan.) 1949 
*Continuous Peridural and Caudal rage in Surgery and Early 
Ambulation. J. G. P. Cleland.—p. 
The Menace of Socialized Medicine. i. ow. Cline.—p. 34, 
What is the Future of Prepaid Medicine? H. E. Nichols.—p. 38. 
Headache, Tics and Neuralgias of the Head. F. L. Reichert.—p. 39. 
Carcinoma of Body and Tail of Pancreas: Report of 3 Cases of Cancer 

of Tail. J. M. Bowers.—p. 42. 

Disruption of Abdominal Aorta. F. B. Packard and W. C. Scott.—p. 46. 
Heart Disease; Its Significance and Plans for Control. R. L. King. 

—p. 48. 

Peridural and Caudal Analgesia and Early Ambulation. 
—Cleland describes a technic for segmental continuous peridural 
analgesia by means of an indwelling ureteral catheter placed 
at the center of the nerve involved in the operation. This 
method provides an excellent operating anesthesia with muscular 
relaxation for as long as may be desired; it makes early ambu- 
lation painless and easy; it prevents postoperative complications 
and depression caused by general anesthesia or narcosis; it 
makes ambulation effective earlier than is possible with other 
types of anesthesia or narcosis and thus prevents,more effec- 
tively postoperative complications influenced by early ambu- 
lation. It also prevents postoperative pulmonary complications 
which are caused by reflex inhibition of the diaphragm and 
associated muscles of respiration. The method promotes healing 
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in leg amputations by maintaining collateral circulation at a 
maximum; it corrects postoperative gastrointestinal symptoms 
of dysfunction—e. g., a certain type of “gas pains.” 


Ohio State Medical Journal, Columbus 
45:25-99 (Jan.) 1949 

*Outbreak of Newcastle Virus Disease in Tuscarawas County, Ohio. 
A McGough.—p. 25. 

Recent Advances in Research and Treatment of Multiple Sclerosis. 
I. M. Scheinker.—p. 27. 

Recent Advances from Study of Multiple Sclerosis. C. D. Aring.—p. 31. 

Personal Observation on Treatment of Multiple Sclerosis. H. D. 
MclIntyre.—p. 34. 


Treatment of Venous Thrombosis with Heparin in Gelatin. C. Artz. 


natin Due to Bacterial Allergy: Identified by Tissue Culture and 

Treated by Desensitization. H. Blatt and F. A. Nantz.—p. sag? 

New Developments in Treatment of Cancer. J. L. DeCourcy.—p. 
Homologous Serum Jaundice: Case Report. A. C. Hemphill 2,” 7. D. 

Kinney. -p. 47. 

Newcastle Virus Disease in Human Beings.—McGough 
presents observations on 10 patients who, after eating chicken, 
had symptoms indicative of Newcastle virus disease. Nausea, 
vomiting, fever, malaise, anorexia, abdominal pain, lumbar pain 
and headache were the usual symptoms. The neutralization 
index confirmed the clinical diagnosis in all 8 of the patients 
in whom it could be carried out. The index ranged from 100 
to 17,400. Epidemiologic studies carried out on 3 of the patients 
suggest that the incubation period of Newcastle virus disease 
varies from two and one-half to five or more days. Considering 
the fact that the suspected ehickens or chicken parts were in 
all instances stated to have been “thoroughly cooked,” it might 
be well to investigate other possible preventive measures where 
gross appearance is not sufficient to forewarn a prospective 
cook or diner that the chicken has had Newcastle virus disease 
(avian pneumoencephalitis). If this disease should continue to 
cause human morbidity it might be worth while to require 
certification of poultry by an accredited mnpottes before such 
poultry could be sold as food. 


Psychiatry, Washington, D. C. 
11:325-428 (Nov.) 1948 
Special Logic of - pencpmtot and Other Types of Autistic Thought. 
S. Arieti—p. 325 
Notes on Experiment in International Multiprofessional Cooperation. 
A. Querido.—p. 349 


Multidisciplinary Methods in Retrospect. E. F. O’Doherty.—p. 355. 


Speech Disturbances: Case for Wider View of Paraphasias. S. J. Baker. 
—p. 359. 

Mental Hygiene in Industry. W. Line.—p. 367. 

Psychiatry, Education, and UNESCO “Tensions Project.” H.S. Sullivan. 
71. 


p. 3 
Tough and Easy Cultures: Conceptual Analysis. 


M. Arsenian 
Rocky Mountain Medical Journal, Denver 
46:89-176 (Feb.) 1949 


Cancer in Infancy and Childhood. P,. Rosenblum.—p, 109. 
Medical Care of Tuberculosis by State of Coloradw. E. N. Chapman. 
1 


J. Arsenian and Jeas 


Carcinoma of Colon. K. B. Castleton.—p. 119. 

Brucellosis Problem: Safeguarding Our Citizens from Disease. 
Stiles.—p. 124. 

Allergic Nasal Syndrome. L. P. Coakley.—p. 125. 

Clinical Study of Auricular Flutter. G. P. Smith and J. E. Welden. 
—p. 130 


South Carolina Medical Assn. Journal, Florence 
45:1-28 (Jan.) 1949 


One Hundred Years. O. B, Chamberlain.—p. 1. 

Saddle Block Anesthesia Obstetrics: Report of 235 Consecutive Cases. 
R. F. Zeigler Jr.—p 

of Saddle Bigck™ Analgesia in Obstetrics. 


W. 


W. M. Bryan Jr. 


"Use a Pentothal as General Anesthetic in Vaginal Delivery. R. B. 

Scurry.—p. 10 

Use of Thiopental During Delivery.—Scurry has recently 
begun to use thiopental sodium as a general anesthetic for 
vaginal delivery. He has delivered 18 patients under thiopental 
anesthesia with satisfactory results. He chose this drug because 
of the ease of preparation and administration, rapidity and 
pleasantness of induction, lack of effect on uterine musculature 
and safety to mother and baby. 
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An asterisk (*) before a title indicates that the article is abstracted. 
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British Journal of Surgery, Bristol 
War Surgery Supplement No. 2. Pages 271-374. 1949 


War Injuries of Extremities and Their Treatment in Forward Areas. 
F. A. R. Stammers.—p. 
Missile Wounds Involving Bone. 
—p. 291. 
Early Treatment of Penetrating Wounds of Joints. J. C. Scott.—p. 310. 
War Injuries of Peripheral Nerves. H. J. Seddon.—p. 325. 
War Injuries of Peripheral Arteries. J. J. M. Brown.—p. 354. 


British Medical Journal, London 
1:123-164 (Jan. 22) 1949 
Hemolytic Disease of the Newborn: 
son and Marie Cutbush.—p. 123. 
Chemoprophylaxis of Experimental Filariasis in Cotton-Rat. 
Kershaw, J. Williamson and D. S. Bertram.—p. 130. 
Infected Intervertebral Disk After Lumbar Puncture. 
J. D. Craig and A. W. L. Kessel.—p. 132. 
*Cough Fracture of Ribs. R. C. Cohen.—p. 133. 
Cough Fracture in Late Pregnancy. J. W. Paulley, D. H. Lees and 
A. C. Pearson.—p. 135. 
Lymphoblastic Leukemia Treated with Urethane. D. Pullen.—p. 137. 
Cough Fracture of Rib.—Cohen presents the histories of 
7 tuberculous women, ranging in ages between 18 and 35, in 
whom “spontaneous” fracture of ribs occurred. Some gave a 
history of pain following violent expiratory effort as in cough- 
ing or sneezing. These cases and others reported show that it 
is possible for ribs to fracture as a result of respiratory effort. 
Cases are easily missed if roentgenograms of the chest are 
not carefully examined and the condition borne in mind. The 
mechanism of such fractures is difficult to determine. Primary 
tuberculous osteitis of ribs is generally believed to be so 
uncommon that it is unlikely to be the basic cause. There 
was no evidence of it in the reported cases, though it is 
conceivable that areas of bone rarefaction may occur in a rib 
adjacent to a cold abscess arising from a caseous tuberculous 
gland. The apparently high incidence in tuberculous subjects 
suggests a possible constitutional effect on bone structure, but 
it must also be remembered that such subjects are repeatedly 
getting roentgen examinations of the chests, and the lesion is 
therefore more likely to be discovered. The most reasonable 
explanation of these fractures seems to be the violent action 
on the ribs occurring during the expiratory effort of a cough 
or sneeze. Diminished use of the thoracic musculature in a 
patient confined to bed for long periods may lead to a mild 
degree of decalcification and be a contributory factor. 


Glasgow Medical Journal 
30:1-42 (Jan.) 1949 
*Histology of Endometrium in Functional Uterine Hemorrhage: nes 

of 1,000 Cases and Review of Literature. A. M. Sutherland.—p. 1. 
Note on Certain Ocular Phenomena of Post Encephalitic are ah 

J. Crow.—p. 29. 

Bilateral Pulmonary Relaxation in Case of Pregnancy and Tuberculosis. 

J. P. MclIntyre.—p. 35. 

The Endometrium in Functional Uterine Hemorrhage. 
—Sutherland made an analysis of the histologic features in 
1,000 cases of abnormal uterine bleeding in the absence of gross 
pelvic pathology, all patients with bleeding after the menopause 
being excluded. In 139 instances organic pathologic lesions of 
the endometrium were found. Chronic endometritis occurred 
in 110 cases, uterine polypi in 11 cases, tuberculosis in 10 cases 
and malignant disease in 8 cases. These figures demonstrate 
the necessity for routine diagnostic curettage in all cases of 
presumed functional bleeding, irrespective of age. In_ the 
remaining 861 cases no organic pathologic conditions of the 
endometrium were found. Endometrial hyperplasia occurred 
265 times, endometrial atrophy 10 times, irregular shedding of 
the endometrium 13 times and irregular ripening of the 
endometrium 26 times. In the remaining 547 specimens the 
endometrium appeared normal. In 9 of the organic group 
and 48 of the functional group the endometrium was examined 
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on more than one occasion. Attempts to correlate the histologic 
appearances with the type of bleeding and with the findings 
on pelvic examination failed to demonstrate any relationship. 
The authors conclude that almost any type of abnormal uterine 
bleeding can occur from any type of endometrium and that an 
attempt at diagnosis of functional bleeding without histologic 
examination of the endometrium is unjustifiable. 


Indian Medical Gazette, Calcutta 
83 : 399-444 (Sept.) 1948. Partial Index 


Large Pheochromocytoma of Adrenal Gland. M. R. Subba Rao and 
T. B. Menon.—p. 401. 

Plasma Proteins in Peptic Ulcer. 
K. Janaki Bai.—p. 403. 

*Pneumonic Plague and Its Treatment. 
Bedarkar.—-p. 406. 

Cerebral Symptoms in Benign Tertian Infection. G. 

412. 


V. K. N. Menon, B. Naganna and 
P. M. Wagle and M. K. 


S. Mohapatra. 


Treatment of Pneumonic Plague.—Wagle and Bedarkar 
give an account of 24 patients with pneumonic plague, who were 
treated with different drugs during the last ten years. It was 
found that combined treatment with streptomycin and antiplague 
serum with or without sulfamerazine gave the best results. Five 
of the 6 who received combined treatment recovered. 


Journal Obst. & Gynaec. of Brit. Empire, Manchester 
55:725-856 (Dec.) 1948 


Functioning Tumors of Ovary, with Special Reference to Pathology and 
Histogenesis. E. Novak.—p. 725. 

Primary Carcinoma of Vagina. S. Way.—p. 739. 

Etiology of Eclampsia. J. C. Beker.—p. 756. 

Obstructed Labor Due to Septate Vagina. H. R. Arthur.—p. 766. 

New Contrast Medium (Rayopake) for MHysterosalpingography. A. 
Sharman.—p. 

Rhesus Factor Iso-Immunization and Hemolytic Disease of Newborn. 
N. W. Philpott.—p. 774. 

Massive Lymphangioma of Fetal Trunk and Shoulders Causing Dys- 
tocia: Report of Case. R. B. Mitchell and D. B. Stewart.—p. 787. 

Calcium and Phosphorus Metabolism in Pregnancy (A Survey Under 
War and Post-War Conditions): VI. Postnatal Findings. E. Obermer. 
—p. 791. 

Normal Pregnancy in Case of Thrombosis of Inferior Vena Cava. 
J. F. Foulkes.—p. 798. 

Dysgermiroma Ovarii (Report of Case). 
zada.-—p. 803. 


H. Sobhi and H. K. Toppo- 


Lancet, London 
1:87-130 (Jan. 15) 1949 

Late Social come of Prefrontal Leukotomy. R. Strém-Olsen and P. M. 
Tow.—p. 

Macrocytic yn in Central Africans in Relation to Ancylostomiasis 
and Other Diseases. H. Lehmann.—p. 90. 

Streptomycin in Human Plague Compared with Other Treatments. 
Karamchandani and K. S. Rao.—p. 96. 

Experimental Pancreaticogastrostomy. C. A. Wells and D. Annis.—p. 97. 
*Penicillin and Carinamide in Resistant Subacute Endocarditis. 
C. H. Stuart-Harris, J. Colquhoun and J. W. _—p. 
*Resistance to Tumor Growth in Rats Fed on - Bera B Complex. 

Scott.—p. 102. 

Rapid Determination of Urinary Pregnanediol: 
Methods. G. I. M. Swyer.—p. 104. 
Penicillin and Carinamide in Endocarditis. — Stuart- 

Harris and his associates report the successful use of combined 
penicillin and carinamide therapy in 2 cases of subacute bac- 
terial endocarditis in which there had been relapse after repeated 
courses of penicillin alone. In a third patient a brief course of 
carinamide during penicillin therapy for bacterial endocarditis 
caused clinical improvement, which had not occurred with 
penicillin alone. These cases indicate that carinamide is an 
important adjuvant to penicillin therapy in subacute bacterial 
endocarditis. The effect seems to be due to the high serum 
penicillin levels obtained by this combined therapy. 

Vitamin B Complex and Resistance to Tumor Growth. 
—Scott describes experiments which demonstrated that the 
addition of vitamin B complex to the diet of rats, which were 
fed with hospital scraps, increased their resistance to the growth 
of Jensen’s rat sarcoma. In many of the rats treated with 
vitamin complex the tumors eventually disappeared, and the 
average volume about three weeks after inoculation was often 
less than a quarter of the volume of the tumors in the controls. 
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A similar effect was obtained with a sarcoma originating in 
bone. Rats on a diet of hospital scraps with no additional 
vitamin B appeared well nourished and free from disease and 
had no signs of vitamin B deficiency. 


1:131-170 (Jan. 22) 1949 
Medicine in the New Social Order. F. Fraser.—p. 131. 
*Dextran as Plasma Substitute. G. Thorsén.—p. 132. 
*Dextran as Plasma Substitute. J. P. Bull, C. Ricketts, J. R. Squire 

and others.—p. 134. 

Effects of Agenised Flour on Man. A. Elithorn with assistance of 

Doris M. Johnson and M. A. Crosskey.—p. 143. 

Morbidity and Feeding in Infancy. F. Charlotte Naish.—p. 146. 
Clinical Estimation of Basal Metabolic Rate: RP Index. E. Bene. 

—p. 147. 

Dextran as Plasma Substitute.—Thorsén states that dex- 
tran now in use in Sweden as a substitute for plasma is a 6 
per cent solution of polydispersoid glycose polymer. Most of its 
molecules have been given a molecular weight conforming to 
that of albumin, with 0.9 per cent of sodium chloride added 
to it. Its viscosity lies between that of blood and that of 
plasma, and its specific gravity somewhat exceeds that of human 
plasma. It is free of virus, does not lead to the formation of 
antigens and contains almost no nitrogen. Dextran has been 
given to 5,000 patients. Up to 4 liters have been given to some 
patients. The substance has been found valuable in the treatment 
and prevention of shock. At the author’s hospital it has been 
given routinely for the prevention of shock during major opera- 
tions. The incidence of postoperative complications was higher 
in a series of controls, in whom corresponding amounts of 
isotonic sodium chloride solution were given. The substance is 
totally eliminated from the body and is nontoxic. It is very 
useful as a substitute for blood and plasma in cases in which 
an increase in blood volume or in colloid osmotic pressure is 
desired. 

Dextran as a Plasma Substitute.—Bull and others present 
the experiences with dextran in Britain. It is possible to prepare 
dextran with a range of molecular size similar to that of the 
plasma proteins. The solution is well tolerated as an infusion, 
is not pyrogenic, toxic or antigenic. Such dextran, after infusion 
into animals and man, is only slowly removed from the plasma 
over about a week. Dextran has proved efficacious as a plasma 
substitute in burns, and has produced a sustained increase in 
the venous return in patients with surgical shock or hemorrhage. 
The dextran under trial contained an appreciable proportion 
of material of such a molecular size that it passed the glomerular 
filter and could be recovered from the urine. In defining a 
specification for dextran for intravenous use it is desirable to 
keep to a minimum the proportion of dextran of low molecular 
weight. It is probably also important to define the upper limit 
of molecular size. There is still doubt about the ultimate fate 
of dextran in the body, and, because of this, it cannot yet be 
unreservedly recommended for widespread use. It has not been 
shown to produce harmful effects on the tissues, and further 
investigation is recommended. 


Medical Journal of Australia, Sidney 
1:1-28 (Jan. 1) 1949 
Bacteriologic Diagnosis of Salmonella Infections. 
M. J. Mackerras.—p. 
Pain and the Surgeon. A. E. Coates.—p. 3. 
Mastoiditis in Infancy. R. S. W. Thomas.—p. 8. 
Medico-Legal Problems Based on Experience at the Morgue. 


Bowden.—p. 12. 
Occult Blood in Feces: Benzidine Test. H. W. Linn.—p. 15. 


1:29-56 (Jan. 8) 1949. Partial Index 


Science and Politics, J. Latham.—p. 

Outbreak of eon ‘aceiie Australian Troops in Japan. 
R. Dunlop.—p. 

Nervous Child. D. ‘6. Hamilton.—p. 41. 
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Practitioner, London 
162:1-88 (Jan.) 1949. Partial Index 


Medical Treatment of Peptic Ulcer. D. T. ee —p. 10. 
Diet in Peptic Ulcer. E. Meulengracht.—p. 19. 

Surgical Treatment of Peptic Ulcer. <A. H. Vistek —p. 25. 
Vagotomy in Treatment of Peptic Ulcer. W. Walters.—p. 33. 
Instructions for Patient with Dyspepsia. C. M. Fletcher.—p. 51. 
Dietetic Treatment of Obesity. 1. A. Anderson.—p. 61. 
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Tubercle, London 
30:1-24 (Jan.) 1949 


Viability of Freeze-Dried BCG Cultures. J. Ungar.—p. 2. 

BCG Vaccination of Indian Infants in Saskatchewan. R. G. Ferguson 
and A. B. Simes.—p. 5. 

Need for BCG Vaccination in Infants. Dorothy Stopford Price.—p. 11. 

*Tuberculous Pericarditis as Forerunner of Generalized Miliary Tubercu- 
losis. J. Goldstein.—p. 14. 


30:25-47 (Feb.) 1949 

Study of Tuberculous Pleural Effusion in Children and Adults. 

Landau.—p. 26. 
Two Cases of Spontaneous Hemothorax. M. Walton.—p. 35. 
Tuberculosis Survey of a Suspected School Group. J. T. N. Roe.—p. 39. 

Tuberculous Pericarditis as Forerunner of Generalized 
Miliary Tuberculosis.—According to Goldstein, tuberculous 
pericarditis has in the past been regarded as a rather rare dis- 
ease, but in the light of recent experience it would seem that it 
is not sO uncommon as was once supposed. In a recent paper 
Kopelman contended that all cases of pericarditis where there 
are no enlargement of the heart, no murmurs suggestive of 
valvular involvement and no rheumatic manifestations should 
be considered as potentially tuberculous unless proved otherwise. 
With the advent of streptomycin such a standpoint assumes 
even greater significance. The author presents the case of a 
girl aged 16, who had miliary tuberculosis in which the first 
obvious symptoms were those of tuberculous pericarditis. The 
fact that treatment with streptomycin resulted in a remission 
and brought about a complete disappearance of roentgenologic 
and clinical signs gives some hope that the cases of tuberculous 
pericarditis in the course of a miliary dissemination are those 
which would benefit most by the use of streptomycin. To give 
the patient the best chance of remission, early diagnosis would 
seem to be essential. A short survey of current and early 
literature has been given to stress the fact that tuberculous peri- 
carditis should be suspected more often than it has been hitherto. 
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Acta Medica Scandinavica, Stockholm 
132:99-199 (Dec. 8) 1949. Partial Index 


Contribution to Knowledge of Arteriovenous Fistulas. E. Ask-Upmark. 
105. 


Time of Diazo Reaction in Laboratory and Clinic. H. Deenstra.—p. 109. 
*Sex Hormones and Leukemia. A. Videbaek.—p. 124. 
Influence of Immune Hemolysin on Red Blood Corpuscles in Vivo and 
Vitro. C. Wasastjerna.—p. 132. 
Social Importance of Rheumatic Diseases in Sweden. F. Bohman.—p. 150. 
sng py on Treatment of Hemophilia with Mercury. F. R. Barany. 
Studies on Serum Proteins in Hepatitis: III. Serum Protein Variations 

in oy Hepatitis and Clinical Course of Disease. M. Bjgrneboe. 

—p. 170. 

Sex Hormones and Leukemia. — According to Videbaek, 
reports in the literature indicate that inbred strains of mice 
usually exhibit a higher incidence of leukemia in females than 
in males and that estrogens accelerate leukemia, whereas andro- 
gens inhibit its development. The author made a study of the 
incidence of and mortality from spontaneous leukemia in 2,766 
mice of the inbred strain AKa. The mice were left untreated 
and observed until they died spontaneously. He gained the 
impression that in females there are factors accelerating leu- 
kemia or else there are in the males factors delaying the develop- 
ment of leukemia. Correspondingly, hyperplasia of the thymus 
gland is found more often and at an earlier age in the females. 
Reviewing observations on human subjects, the author finds that 
there is a difference in sex ratios in the various forms of 
leukemia. Acute leukemia in children is more frequent in girls 
during the first year of life, but later shows a higher frequency 
in boys. Chronic lymphogenous leukemia is about twice as 
common in men, whereas chronic myelogenous leukemia is 
slightly more common in women. A study by the author in 
1947 on 310 unselected cases of human leukemia gave a corre- 
sponding result, revealing the following sex ratios : men/women: 
for chronic lymphogenous leukemia 74/53, for chronic myelo- 
genous leukemia 33/46 and for acute leukemia 53/49. The dis- 
ease proved to occur at almost the same age in men and women. 
The reason why man does not exhibit the same conditions as 
mice of inbred strains is probably that in man it is a question 
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of other types of leukemia. In addition, experimental investiga- 
tions emphasize the importance of the genetic constitution, which 
is fairly constant in the same strain of mice, whereas it is 
extremely varied from one human being to another. 


Arch. des Maladies de l’Appareil Digestif, Paris 
37:661-836 (Nov.-Dec.) 1948 


*Two Progressive Forms of Cancer of Stomach Based on Study of 205 
Cases of ‘“‘Habitual’’ Cancer and on 50 cases of “Debutant’’ Cancer: 
Cancer with Rapid Course and Cancer with Slow Course; Statistical 
Study of Average Age of Patients with These Two Varieties; Present 
Balance of Results Obtained with Method of “Precocious”? Diagnosis by 
Clinical Features Combined with Roentgenologic Examination. 
A. Lambling and J. Guillard.—p. 661. 

Treatment of Ulcers of Stomach and of Duodenum by Nicotinic Acid 
Chloride. K. Herfort.—p. 690. 


Two True Cysts of Tail of Pancreas. L. Courty.—p. 697. 


Two Progressive Forms of Cancer of Stomach.—Lamb- 
ling and Guillard compared the symptoms, lesions and course 
of cancer of the stomach in 205 patients, 114 men and 91 women, 
whose average age was 54 years and 5 months, with those in 50 
patients, 31 men and 19 women, whose average age was 45 years 
and 5 months, thus presenting a difference of nine years in age. 
The authors suggest a dualistic concept of cancer of the stomach 
according to which two progressive forms of cancer of the 
stomach must be distinguished: 1. The “habitual” cancer com- 
prising 80 per cent of all the cases of cancer of the stomach. 
The tumor has a vegetative and infiltrating tendency, its clinical 
signs, in the absence of pain, are not very characteristic in 
nearly 50 per cent of the cases, the maximum duration of its 
course being one year in 69 per cent of the cases. 2. Cancer 
resembling ulcer, comprising 20 per cent of all the cases of 
cancer of the stomach. In these cases of pseudoulcerous clinical 
type the anatomic lesions remain limited for a long time, and 
in the majority of them their course may take years. These 
two different clinical types of cancer are individualized by the 
average age of the patients affected, being 57 years and 5 months 
in those with “habitual” cancer, and 45 years and 5 months in 
those with “debutant” cancer. In the great majority of cases 
of cancer of the stomach only those resembling ulcer have been 
diagnosed by clinical features combined with roentgenologic 
examination in time to make surgical intervention effective; 
the “habitual” cancer is recognized too late, emphasizing the 
urgent need for a biologic test of cancer. 


Klin. Monatsbl. fiir Augenheilkunde, Stuttgart 
113: 209-304 (No. 3) 1948. Partial Index 

Sources of Error in Measuring Diastolic Pressure in Retinal Arteries 
ag to the Method of Bailliart. O. Freusberg and E. Weigelin. 

Vantes Studies with Ophthalmoscope and Slit Lamp: I. Observations on 
Pulsation of Retinal Veins. D. Schulte.——p. 220. 

Changes in the Eye Grounds a namie ot the Macula) During 
Starvation. G. Winkler.—p. 

*Involvement of Eyes in Sane ectiaie Experiences During Epidemic in 
Berlin in 1947. R. Collin and W. L. Bassenge.—p. 255. 
Involvement of Eyes in Poliomyelitis. — Collin and 

Bassenge made ophthalmologic studies on 40 patients who had 

received treatment in the “iron lung” in the course of the epi- 

demic of poliomyelitis in Berlin in 1947, in which a total of 

2,300 cases were reported. Seventy other patients with polio- 

myelitis, who did not require treatment in the “iron lung,” were 

also given a thorough examination of the eyes. The ophthal- 
mologic examination was repeated at regular intervals, so that 
it was often possible to observe the appearance and rapid dis- 
appearance of symptoms. A third group of 40 patients, who 
had persistent spinal paralysis after an attack of poliomyelitis, 
were examined for late eye symptoms. Three and one-half 
months was the time that had elapsed after the acute attack. 
Involvement of the eye is not a rarity in poliomyelitis. Nuclear 
and supranuclear paralysis of the facial nerve, ptosis, abducens 
paralysis and paralysis of the internal rectus muscle of the eye 
were observed. There is a good prospect that these types of 
paralysis will subside. In the cases of poliomyelitis in which 
lesions exist in the upper part of the spinal cord, involvement 
of the sympathetics may produce disturbances in the pupils. The 
majority of the patients who required treatment in the iron 


CURRENT MEDICAL LITERATURE 


ji A. M. A. 
uly 2, 1949 


lung showed signs of stasis in the retinal vessels and in the 
optic papilla. Although optic neuritis was not encountered 
during this epidemic, it may be expected to occur. The authors 
believe that in patients with obscure paralysis of some of the 
cerebral nerves, poliomyelitis should be considered. It is advisa- 
ble to hospitalize these patients, not only to prevent further 
spread of the poliomyelitis, but also because special care may 
become necessary, since the lesion is close to the respiratory 
center. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
$2: 3915-3988 (Nov. 27) 1948. Partial Index 


Investigations on Suppressive Action of Paludrine in Tertian Malaria. 
S. Klopper.—p. 3922. 
Potassium Exchange During Treatment of Diabetic Coma. 
brands, J. Groen and M. Frenkel.—p. 3929 
*Chamber Form of Ulcer in Roentgenogram ‘ot Duodenal Bulb. N. J. 
Schulte, C. L. H. Majoor and J. Z Suren.—p. 3940. 
Microscopic Diagnosis of Rabies. S. J. W. Tanamal.—p. 3949. 
Chamber Form of Duodenal Ulcer. — Schulte and his 
associates point out that Deelman, who had made detailed 
studies on the morphogenesis of duodenal ulcer, found that there 
are some ulcers which form a chamber. He believes that this 
type of ulcer begins with a sort of split defect in the duodenal 
mucosa that reaches down to the muscularis and spreads between 
the mucosa and the muscular layer of the duodenal wall. The 
defect burrows deeper into the mucosa, and thus a chamber is 
formed. Suren found a high incidence of these ulcers with 
chamber formation in patients who had undergone primary 
gastric resection on account of perforation of a gastric ulcer 
(22 of 32 cases). Schulte and his co-workers watched for the 
chamber formation in 251 patients with duodenal ulcer and in 
165 of whom roentgenoscopy disclosed a typical niche. Of the 
7 ulcers that showed chamber formation in the roentgenogram, 
1 perforated during the roentgenologic examination. The 
authors feel that since the ulcers that show chamber formation 
have a decided tendency to perforate, surgical treatment would 
be advisable in these cases. 


92: 3989-4064 (Dec. 4) 1948. Partial Index 


Macrocytic Anemia Due to Nutritional Factors. 


A. F. Wille- 


P. B. van Steenis. 


Hypothesis on Pathogenesis of Malignant Tumors. N. H. D. Schéyer. 
—p. 3998. 


*Vaginal Extirpation of Uterus. H. Hoyng.—p. 4008. 
Audiology a New Aid in Otology. H. C. Huizing.—p. 
*Reduction of Essential Hypertension During 

—p. 4021. 

Vaginal Extirpation of Uterus.—Hoyng stresses the 
advantages of vaginal over abdominal hysterectomy in cases of 
benign or malignant tumors of the uterus. The primary mor- 
tality, the pain and subjective disturbances and the postoperative 
disturbances are all less with the vaginal method. The hazard 
of carcinoma in the stump is avoided and the formation of 
cicatricial hernia is obviated. The period of hospitalization is 
shorter. The author reviews results obtained in 200 vaginal 
hysterectomies performed by himself or his assistants since 
August 1945. None of these patients died as the result of the 
operation. The author stresses that the method is simple, and 
he hopes that it will find a wider application so that the 
permanent results, particularly in carcinoma, can be judged 
better. 


Reduction of Essential Hypertension During Preg- 
nancy.—Lowenberg presents the case of a woman, aged 40, 
who had hypertension. During pregnancy her blood pressure 
returned to normal, but it increased again to hypertensive 
values after the birth of her baby. Commenting on this 
observation the author says that other investigators have 
observed that if pregnancy develops during hypertension either 
the elevated blood pressure persists, preeclampsia or eclampsia 
develops or the blood pressure decreases. This latter possibility, 
which was observed in the woman whose history is presented 
here, is the least likely of the three possibilities. The author 
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believes that the rapid return of the hypertension after delivery 
suggests that mechanical rather than chemicohumoral factors 
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are responsible for the change in blood pressure during preg- 
nancy. Some authors have suggested that an arteriovenous 
diversion in the placental vessels leads to a reduction of the 
peripheral resistance, which in turn may cause a reduction in 
blood pressure. 


92:4141-4216 (Dec. 18) 1949. Partial Index 


*Treatment of Acute Pancreatitis. A. A. van Puyvelde.—p. 4150. 
Renal Glycosuria During Pregnancy in Patients with Hypothyroidism. 
J. C. de Wit—p. 4155. 
*Heterosexual Hormones in Treatment of Spontaneous Bone Fractures 
Resulting from Carcinomatous Metastases. C. van Gelderen.—p. 4165. 
Specific Changes in Liver in Patients with Erythema Nodosum. C. van 
Beek and A. J. C. Haex.—-p. 4171. 
Shortened Esophagus (Bachy-Esophagus). D. P. R. Keizer.—p. 4185. 
Treatment of Acute Pancreatitis.—Van Puyvelde describes 
the treatment of acute pancreatitis on the basis of 4 case his- 
tories. He performs a laparotomy in order to inspect the bile 
passages and to provide temporary external drainage for the 
bile. Following the operation he administers penicillin and 
institutes measures to prevent irritation of the pancreas. Nutri- 
tion is provided by the parenteral rather than the enteral route, 
and stimulation of the pancreas by the hydrochloric acid of the 
stomach is reduced by medication and by aspiration of the gas- 
tric secretion through a nasal tube. Insulin is administered to 
guard against stimulation of the internal secretion of the 
pancreas. 


Heterosexual Hormones for Fractures Resulting from 
Metastases.—Van Gelderen presents the histories of 2 women 
in whom spontaneous fractures resulted from bone metastases 
caused by carcinoma of the breast. One had a fracture of 
the humerus, the other of the leg. After proper fixation of the 
fractures, the women were given injections of testosterone pro- 
pionate, one of them 50 mg. daily and the other 100 mg. three 
times a week. Consolidation of the fractures took place within 
nearly normal time. The author concludes that this is further 
proof of the favorable results obtained with heterosexual hor- 
mones in the presence of skeletal metastases from “sexual” 


carcinomas. 
Nordisk Medicin, Stockholm 
40:2189-2244 (Nov. 26) 1948. Partial Index 


Pathogenesis of Pulmonary Tuberculosis. R. Hgyer Dahl.—p. 2196. 
*Sequels of Epidemic Parotitis with Meningoencephalitis. Vera Oldfelt. 


—p. 2200. 
Roentgen Diagnosis of Lungs for Silicosis. R. Steinert and B. Moe. 
—p. 2205. 
Ulcer Disease in Older Persons. L. Abramson.—p. 2206. 
*Neuroblastomas. A. Tho.——-p. 2211. 


Hemosiderosis of Lungs in Mitral Stenosis. S. Aarseth.—p. 2216. 
Penicillin Treatment in Scarlet Fever. K. V. Svennerfos.—p. 2218. 

Sequels of Epidemic Parotitis with Meningoencepha- 
litis.—Of 75 patients (25 children, 50 adults) with mumps and 
meningoencephalitis, 15 (3 children, 12 adults) were found on 
a follow-up three to five years later to have permanent after- 
effects. One child had total unilateral deafness; another, severe 
epilepsy, and an adult, vestibular dizziness. 
the sequels, though milder, gave constant annoyance. There 
were various eye and ear symptoms, symptoms of neurasthenic 
kind in some cases and endogenous obesity in 1 case. There 
were also 5 doubtful cases. Oldfelt says that the late prog- 
nosis seems to be less favorable in the cases with distinct symp- 
toms of encephalitis in the acute stage. No relation was seen 
between the cell count in the cerebrospinal fluid in the acute 
stage and the frequency of after-effects. 

Neuroblastomas.—In the 3 cases of neuroblastoma reported 
in children aged between 1 and 6 with typical localization in 
the adrenal medulla, the clinical picture was dominated by 
cranial metastases. Tumor cells demonstrated in the bone 
marrow and roentgenologically established metastases to the 
bone system facilitated the diagnosis. Death from cachexia 
occurred after two and a half to six months. Tho says that 
in differential diagnosis myeloblastic leukemia is first to be con- 
sidered; the clinical picture together with the sternal puncture 
and roentgen picture as a rule clarifies the situation. In 2 of 
the cases signs of lively blood regeneration with high reticulo- 
cyte count were found; in leukemia there is most often little 
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tendency to blood regeneration. Wiims’ tumor seldom leads to 
bone metastases; urography, often positive in this tumor, is 
usually negative in neuroblastoma. Ewing’s tumor is rare in 
patients aged under 4. Metastases generally give the first and 
characteristic symptoms in neuroblastomas. The tumors are 
radiosensitive. In -Farber’s series of 40 patients 10 are living 
after three to eight years, and Farber would revise the earlier 
hopeless view of the prognosis. Irradiation cannot hinder the 
development of metastases, which may be latent several years, 
but they also are radiosensitive. Irradiation of skeletal metas- 
tases has not prevented recurrence. 


40: 2245-2300 (Dec. 3) 1948. Partial Index 
*Occurrence of Types of Diphtheria Bacilli in Bergen and Their Sig- 
nificance. J. Bge and T. M. Vogelsang.—p. 2253. 
Acute a Acid Intoxication. R. Grelland and P. Ahnfelt-Andersen. 
2258. 


Hemocromatosis and Primary Carcinoma of Liver. V. Posborg Petersen. 
2262. 


Gua Ulcer in Cinchophen Poisoning. M. Eiken.—p. 2264. 
Myositis Ossificans Monstrosa. T. Rasmussen.—p. 2266. 
Hypersensitivity to Streptomycin. P. Helms.—p. 2268. 

Occurrence of Types of Diphtheria Bacilli in Bergen 
and Their Significance.—The diphtheria epidemic which took 
place in Bergen in 1941 reached its peak in 1943-1944 and 
gradually receded. Bge and Vogelsang ascribe to diphtheria 
vaccination, made compulsory for school children in 1942, the 
gradual definite shift in the age distribution of the patients; 
the disease occurred with practically unchanged frequency in the 
age group up to 5, declined among school children and appeared 
increasingly often among adults, especially those over 30. They 
state that Corynebacterium diphtheriae mitis dominated in Ber- 
gen before the epidemic and continued fairly regularly through- 
out the epidemic; C. diphtheriae intermedius was the most 
frequent type in 1944, and, after the peak, C. diphtheriae gravis, 
not known in Bergen before the epidemic, became the dominating 
type and in early 1948 was the only type found. A similar 
shift has been seen in several other places. Simultaneously 
with the final change in the dominating type the disease took 
on a graver character. The gravis bacillus type persisted longer 
than the other types in the throats of patients and carriers. The 
considerably longer duration of convalescence in the cases of 
the gravis type may explain the change in dominating type 
and also the persistence of this type after the terminated 
epidemic. The occurrence of more than one diphtheria bacillus 
type in patients with diphtheria or of different types on repeated 
examinations is attributed to cross infection, which, though 
without special effect on the patient’s health, prolongs the 
length of hospitalization and increases the danger of infection. 


40 : 2301-2356 (Dec. 10) 1948. Partial Index 


Treatment of Febrile Abortions. S. Kjelland-Mgrdre.—p. 2306. 

*So-Called Reflex Calculous Anuria in Light of Experimental and Clinical 
Studies of Ureterorenal Obstruction. H. B. Wuiff.—p. 231 

Results of Cholecystostomy. After-Examination of 80 Patients. 
berg and E, Ingemann Jensen.—p. 2315. 

Effect of Prophylaxis with Vitamin K on Hemorrhage in Childbirth. 
H. Korallus.—p. 2320. 

Extirpation of Spleen in Splenomegalic Panhematopenia. 

2322. 


B. Strand- 


I. Lundholm. 


Epidemic Myalgia. @. Friestad.—p. 2325. 

Instrumental Aids in Surgery of Hand. E. Moberg.—p. 2328. 

Psychiatric Departments in Hospitals. B. J. Lindberg.—p. 2342. 
So-Called Reflex Calculous Anuria in Light of Experi- 

mental and Clinical Studies of Ureterorenal Obstruction. 

—Wulff says that the results of clinical investigations in 2.400 


-cases- of renal or ureteral calculi, in over 1,500 of which 


urography was carried out during the attack of renal or ureteral 
stone colic or immediately afterward, and extensive experiments 
on renal-ureteral obstruction together with oncometric studies 
testify against the likelihood of clinical occurrence of a uretero- 
renal or renal reflex mechanism produced by impulses arising 
from the passage of ureteral stones or other acute ureteral 
obstruction and causing a real anuria on the contralateral side. 
In extremely rare cases a combination of factors might possibly 
cause a reflex anuria. 
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Revista Espafiola de Pediatria, Madrid 
4:437-540 (July-Aug.) 1948. Partial Index 


*Nanism and Mitral Stenosis in Members of Family. M. Schachter. 
471. 


iu Meningitis Caused by “Hemophillus Influenzae’”’ Cured by Strepto- 

mycin. V. Sanchis Bayarri, J. Alcon and A. Garcia.—p. 514. 

Nanism and Mitral Stenosis in Members of Family.— 
Association of congenital mitral stenosis and nanism in members 
of the same family with normal development of the genital 
organs is unusual. Schachter reports this association in 4 of 
a family of 6 living members. Those with the abnormality 
were the maternal grandmother, the mother and two sons, 
whereas the father and the youngest child were normal. The 
father and his family were normal. There was neither syphilis 
nor alcoholism in any of the members of the family. The genital 
organs were normal in all the members of the family. The 
author believes that in these cases the combined abnormality 
was of chromosome origin. 


Revue de la Tuberculose, Paris 
12:793-992 (No. 11 & 12) 1948. Partial Index 


Practical Value of Culture of Koch's Bacillus in Diagnosis of Pulmonary 

Tuberculosis. F. Bezangon, P. Braun and A. Meyer.—p. 805. 

Attempt to Interpret the Cutaneous Allergy in Tuberculosis. F. Parodi. 
. 818. 


Severe Hemorrhages Associated with Extrapleural Pneumothorax; Their 
Significance and Treatment. M. Bérard and Hermann.—p. 

*New Method of Determining Streptomycin-Sensibility or Streptomycin- 
—— of Bacillus Tuberculosis. P. Hauduroy and W. Rosset. 
—p. 

Hemorrhage Combined with Extrapleural Pneumo- 
thorax.—Bérard and Hermann report 580 patients, 180 men 
and 400 women, in whom an extrapleural pneumothorax was 
induced. A severe hemorrhage occurred in 34 of these patients, 
20 men and 14 women. It was fatal in 7 patients. It did not 
prevent an effective and satisfactory collapse of the lung in the 
great majority of the cases. The hemorrhage may occur 
immediately after the intervention or within the first few hours 
and may be either mechanical, due to a spurting vessel, or of 
vasomotor origin, with the blood spreading like a sheet over the 
pocket which has been formed by stripping of the pleural layers. 
The mechanical hemorrhage occurs less frequently than that of 
vasomotor origin. These primary hemorrhages should be dis- 
tinguished from the “delayed-early” hemorrhages which occur 
within thirty-six to forty-eight hours after the intervention and 
which never have a mechanical cause. Treatment of primary 
hemorrhage consists of puncture for removal of the blood, 
followed by profuse hot lavage combined with an injection of 
epinephrine. Repeated intervention may be required if bleeding 
recurs, or in cases in which removal of the blood is impossible 
because of clot formation. Partial axillary thoracotomy should 
be performed in most of the cases of “delayed-early” hemorrhage 
in which massive clots may prevent evacuation by means of 
trocar and lavage or by intercostal drainage. Transfusions and 
oxygenation should be employed for treatment of hemorrhage 
of both types. 


Titration of Streptomycin.—Hauduroy and Rosset report 
a new method for determining the development of resistance 
of tubercle bacilli to streptomycin, since the classical methods 
used for the sensitivity determinations are too cumbersome, 
requiring one and a half to two months for reliable results. The 
technic devised by the authors consists in incubating three series 
of tubes in which Loéwenstein’s solid medium has been intro- 
duced: the first series is that of the control tubes which had 
been inoculated with sputum, pleural pus or pleural fluid; the 
second series is that in which dilutions of streptomycin with 
concentration of 5,000 micrograms per cubic centimeter are 
added to the medium, to be then inoculated with the pathologic 
material; the third series differs from the second only in that 
the concentration of the added streptomycin dilution is 500 
micrograms per cubic centimeter. The new procedure was 


tested on pathologic material of 20 patients and the results were 
compared with those obtained with the aid of a liquid (Dubos) 
medium. A strain growing in the liquid medium in the presence 
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of 10 micrograms per cubic centimeter but not in the presence 
of 100 cc. [sic] grew in the solid medium in the presence of 500 
micrograms per cubic centimeter but was prevented from growth 
in the presence of 5,000 micrograms per cubic centimeter, thus 
confirming the parallelism of the two methods. More qualitative 
than quantitative results may be obtained with the sc’"1 medium 
technic at the end of a fifteen days period. These res..:s should 
be subsequently verified by titration according to the technic of 
adding dilutions of streptomycin to liquid mediums. 


Strahlentherapie, Berlin 
77: 323-484 (No. 3) 1948. Partial Index 
Experiences in Treatment of Uterine Carcinoma: 
Treated 1935 to 1939. F. Gauwerky.—p. 325. 
Irradiation of Carcinoma of Esophagus. J. Borak.—p. 349. 
“Regression of Cutaneous Manifestations of Tuberculosis During Pro 
Ss Pulmonary Tuberculosis. K. W. Kalkoff and F. Ehring. 


H. Schuster. 


Action of Urethane on Spleen of Mice. W. Lorenz.—p. 375. 

Effect of Interrupted Roentgen Irradiation on Reticulocyte Count 1n 
Mice. Heeren.—p. 383. 

*Roentgen Therapy in Gastric Ulcer. 


Report on Cases 


—p. 359. 
Clinical Contribution to Therapy of Boeck’s Sarcoid. 
371. 


A. Hedfeld.—p. 387. 


' Favorable Effects of Roentgen Therapy in Progressive Cases of Rheu- 
$. 


matoid Arthritis. J. Borak and H. K. T 


Cutaneous and Pulmonary Manifestations of Tuber- 
culosis.—Kalkoff and Ehring present 2 patients with lupus 
vulgaris and 2 patients with Boeck’s sarcoid in whom the 
specific skin lesions healed spontaneously, while the pulmonary 
tuberculosis showed a decided exacerbation. The authors 
discuss whether the progression of the pulmonary process under 
these conditions could be ascribed to the abolishment of the 
immunizing effect on the part of cutaneous tuberculosis. They 
feel that this possibility is contraindicated by the fact that 
there is a high mortality from pulmonary tuberculosis among 
patients with lupus vulgaris who have active skin lesions. That 
it is specifically the skin which modifies pulmonary tuberculosis 
is contradicted by the fact that tuberculosis of the eyes and 
joints likewise has been known to be accompanied by a favor- 
able course of a coexisting pulmonary tuberculosis. The 
etiology of lupus vulgaris also militates against an active effect 
of pulmonary tuberculosis. Lupus develops as the result of 
a certain reactive status, but it*does not produce this reactive 
status, which may have a favorable effect on the existing 
pulmonary tuberculosis. It is a sequel, not a cause, of this 
condition. When the reactive status changes, which may 
become manifest in a changed sensitivity tuberculin, spontaneous 
healing of the lupus lesions and an exacerbation of the pul- 
monary tuberculosis may result. 

Roentgen Therapy in Gastric Ulcer.—Hedfeld stresses 
the importance of psychologic factors in the pathogenesis of 
gastric ulcer and points out that during the last ten or fifteen 
years there have been attempts to influence certain pathologic 
processes by irradiating elements of the sympathetic nervous 
system. He has used this treatment since 1935 in more than 
800 patients. He applies the roentgen rays to the celiac plexus 
first through an abdominal field of 8 by 10 cm. and then 
through a dorsal field at the same level. The irradiation of 
both fields is repeated, and later the dorsal segments of the 
fifth to the twelfth thoracic vertebrae are irradiated, because 
the innervation of the gastric area originates here. The irradi- 
ation is produced with 200 kilovolts, 15 milliamperes and a 
0.5 cm. copper filter. The skin distance is 40 cm., and 40 per cent 
of the unit skin dose of 760 roentgens is applied at each session. 
As a result of this treatment the pains subside. Ulcers that 
had been demonstrated by roentgenoscopy show at control exam- 
inations, from four to eight weeks later either complete healing, 
in the majority of cases, or great reduction of the niches. 
Some of the patients remained free from recurrences for 
several years. If symptoms persist a new course of roentgen 
treatments is given, but not before an interval of at least two 
months has elapsed. The patients were not given a special 
diet. Various other disorders of neurosympathetic origin may 
prove amenable to this form of functional roentgen therapy. 
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Book Notices 


Neoplasms of Bone and Related Conditions: Their Etiology, Patho- 
goriesis, Diagnosis, and Treatment. By. Bradley L. Coley, M.D., Attending 
Surgeon, Bone Tumor Department, Memorial Hospital for Cancer and 
Allied Diseases, New York. Cloth. Price, $17.50. Pp. 765, with 622 
illustrations. Paul B. Hoeber, Inc., Medical Book Department of Harper 
& Brothers, 49 E. 33d St., New York 16, 1949. 

Coley has prepared an exhaustive treatise on neoplasms of 
bone and related conditions based on the large material of the 
Memorial Hospital for Cancer and Allied Diseases and his 
extensive experience as attending surgeon of that institution. 

The early chapters deal with the classification and‘ proper 
approach to the study of neoplastic disease, including etiology, 
diagnostic surveys and blood chemistry studies of neoplastic 
‘and other related diseases of, bone. Benign tumors are dealt 
‘with first, including osteomas, chondromas, hemangiomas and 
myxomas, and a number of allied conditions, as bone cysts, are 
correlated, especially from the standpoint of differential diag- 
nosis. Primarily malignant tumors of bone are discussed in 
‘great detail with respect to etiology, diagnosis and treatment. 
Brief consideration is given both to benign and malignant 
tumors involving bone by extension, and to metastatic tumors 
involving bone. Under bone tumors in special localities, those 
“of the skull, jaw, thoracic wall, pelvis, vertebra and hands and 
feet are dealt with. There are valuable chapters on radiation 
therapy and the effects of radiation on normal bone, including 
the production of sarcoma. Endocrine diseases, Paget’s disease, 
‘infections and trauma are discussed in relation to the etiology 
of bone neoplasms. 

Many valuable illustrations have been included, anid the litera- 
_ture has been well reviewed. students and practitioners 
should find this book most helpful. 


Dental Caries: Mechanism and Present Control Technics as Evaluated 
at the University of Michigan Workshop. Edited by Kenneth A. 
Easlick, A.M., D.D.S., Professor of Dentistry (Dentistry for Children) in 
the School of Dentistry and Professor of Public Health Dentistry in the 
School of Public Health, Ann Arbor, Michigan. Cloth. Price, $5. Pp. 
234, with 11 illustrations. C. V. Mosby Co., 3207 Washington Blvd., St. 
Louis 3, 1948. 

This book is a comprehensive report of a conference of 
‘nineteen lecturers and one hundred and fourteen other research 
leaders primarily interested-in dental caries. The conference 
was sponsored in September 1947 by the Schools of Public 
Health and -Dentistry at the University of Michigan. Six 
evaluating committees appraised all available information with 
the following conclusions : 

’ Caries is a disease of the teeth caused by acids resulting 
from the action of micro-organisms on carbohydrates decalcify- 
‘ing the inorganic portion followed by disintegration of the 
organic substance of the tooth. Caries is made possible by 
(1) a-plaque- which is an organic nitrogenous mass containing 
_ multitudes of micro-organisms firmly adhering to the teeth; 
.(2) anatomic characteristics; (3) position and arrangement of 
the teeth and (4) dental appliances. Lactobacilli are the only 
micro-organisms showing significant increase in caries. Lactic 
acid is always present in a caries lesion. Pregnancy and 
‘ lactation are not a cause of caries. Sickness or nutritional 
deficiency seem to have no significant bearing on caries. 
-Toothbrushing. only removes accessible plaque and does not 
prevent reformation. Plaque returns from one to four days 
after dental prophylaxis. . However, both toothbrushing and 
prophylaxis lower the acid level in the mouth. Chewing gum 
' or lozenges do not. seem to reduce or stimulate: the number 
_ of acidogenic bacteria even when they contain anticaries agents, 
‘such as synthetic vitamin K or sodium fluoride. Brushing 


technic is far mofe important than the dentifrice in the: 
removal of plaque. Dentifrices containing an abrasive are most . 


effective. Dibasic ammonium phosphate dentifrices reduce the 
count of oral factobacilli, but there is ne evidence or clinical 
demonstration of their reduction of incidence of caries. Penicillin 
or other ‘antibiotics have not demonstrated reduction of caries 
in human beings. Lactobacillus counts are lower in areas 
. where the communal ‘water~ contains fluorine. Reduction in 
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caries of 40 per cent has been: observed’ in children whose 
teeth are topically treated with a 2 per cent solution of 
sodium fluoride. Vitamins A and C seem to have no effect on 
incidence of caries. Hanke’s experiments with vitamin C 
were never corroborated. Vitamin D is valuable in formation 
of hard dental structures. Minerals are no aid against caries 
on fully formed teeth. Milk is the best and sufficient source 
of calcium during formation of tooth structures. American 
diet is good except for the large consumption of sugars. 
Harmful effects of sugars are not reduced by additions of 
either vitamins or minerals. All evidence points to the con- 
clusion that the effect of currently available dentifrices is 
transitory. Brushing. the teeth, dental prophylaxis, topical 
fluorine treatments for children and restrictions of refined or 
natural sugars are the only known effective aids in caries 
control. 


Phylogenesis of the Ear. By Louis Guggenheim, M.D., a Pro- 
fessor of Otolaryngology, University of Southern California, Los Angeles. 
Cloth. Price, $12.50. Pp. 277, with 196 illustrations. Murray & Gee, Inc., 
Culver City, California, 1948. 

There is no adequate text of the phylogenesis of the ear. 
Nor is there any work similarly devoted to the embryology of 
the ear in man which is acceptable to otologists. 

For forty years the author, has devoted as much time as pos- 
sible to the gathering of ‘information on the development of 
the ear from the lowest forms of life up to man. This has, 
of necessity, meant much laborious study of the periodical lit- 
erature of the world. It can be surmised that this was often 
difficult to obtain and pronected, among other things, problems 


of translation. 


The author calls attention to the striking similarity of all 
mammalian ears; he points out the descent of the ear from 
the balancing vesicle of the Coelenterates long before a definite 


‘organ of hearing arose. The functions of hearing and equi- 


librium have been closely connected from the beginning, and 
this is no accident, for both are dependent physiologically on 
their ability to sense motion; either, as in the case of the 
acoustic organ, as sound waves or, as in the case of the static 
labyrinth, as body movement. The author leads us forward in 
this fascinating story from simple beginnings in the lowly jelly 
fish to the complicated neuroepithelial mechanism of Corti’s 


-organ in the mammal. 


All this is remarkably well dome, and notably illustrated. 
No otologist would want to be without it. All must look for- 
ward with anticipation to its promised companion work, a 
detailed embryologic study of the hearing organ in man. 


The Story of Scabies. Volume I: The Prevalence (Civil and Military), 
Prevention and Treatment of Scabies, and the Biology of Acarus Scabiei, 
from the Earliest Times to the Beginning of World War Il. By Reuben 
Friedman, M.D., Associate Professor of Dermatology and Syphilology, 
Temple University School fo Medicine, Philadelphia. Foreword by Carroll 
S. Wright, M.D., Professor of Dermatology and Syphilology, Temple 
University School of Medicine. Cloth. Price, $7.50. Pp. 468, with 
114 illustrations. Froben Press, Inc., 1776 ee New York bs 
(1949). 


This interesting volume is concerned with the ee 
(civil and military), prevention and treatment of scabies from 
the earliest times to the beginning of the last war. This book 
is the first one of a series of four volumes on the subject of 
scabies to be published by the author. It incorporates many 
of his previously published works in the field. 

The history of scabies constitutes a fascinating chapter in 
the annals of medicine, and it is well described and profusely 


_ illustrated in this book. The chapter. mentioning Napoleon’s 
_ affliction with scabies is one of many historical observations 


and studies presented in an interesting fashion. Too many 
histories, medical and otherwise, are merely chronologic com- 
pilations of events, whereas this story of scabies is both read- 
able and entertaining and yet scholarly and analytic. The clinical 
and photomicrographic illustrations have been carefully 
chosen and well reproduced. Several individual plates showing 
the itch mite and burrows produced by its invasion of the skin 
are excellent. 

Four volumes on the various aspects of scabies are placing 


_ undue emphasis on a comparatively unimportant problem. 
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Although scabies is one of the most common skin diseases 
of man, it does not seem of sufficient importance to merit 
such exhaustive study. Yet the discovery of the itch mite 
marked the establishment, for the first time in the history of 
medicine, of a definitely known cause for any of the diseases 
of man. This book constitutes an original contribution to the 
dermatologic literature and is a welcome addition to the annals 
of medical history. 


Psychodynamics and the Allergic Patient. By Harold A. Abramson, 
M.D., F.A.C.A., Associate Physician for Allergy, the Mount Sinai Hospi- 
tal, New York. [Including] Panel Discussion. An Official Publication 
of the American College of Allergists. Cloth. Price, $2.50. Pp. 81, 
with 10 illustrations. The Bruce Publishing Company, 2642 University 
Ave., St. Paul 4, Minn.; Box 1586, Minneapolis, 1948. 

This small volume comprises a panel discussion on the 
relationship of psychogenic factors and allergic manifestations, 
conducted at Atlantic City on June 8, 1947, as part of the 
program of the annual meeting of the American College of 
Allergists. In the first chapter, of 12 pages, Dr. Abramson 
presents photostatic and other excerpts from texts as far 
back as the seventeenth century or earlier in support of his 
thesis of the importance of psychogenic and emotional aspects 
as causes of asthma and hay fever. Many of these old writings 
are, of course, stray observations without much of the kind 
of evidence demanded nowadays in support of any concept. 
Others are veritable superstitions. Most of these records 
antedate the development of modern chemistry, immunology, 
bacteriology or even pathology, and our knowledge of specific 
causes of disease. The second chapter by Dr. Abramson 
consists of 23 pages discussing his major thesis. In the main 
the author follows the usual line of proponents of the idea, 
who claim that emotional and psychic elements can be the 
major and only factor in producing manifestations which 
resemble those produced by allergy. Some of the case reports 
presented in support of this view do not meet the requirements 
of complete scientific proof. 

The panel discussion, participated in by about a dozen 
contributors, varies in tone from almost complete faddism to 
almost total nonbelief in the psychosomatic point of view. Among 
the most satisfactory of the discussions are those of Dr. Frank 
Fremont-Smith and Dr. M. Murray Peshkin. Dr. Fremont- 
Smith emphasizes the fact that since allergy is a physiologic 
change it is expected to be conditioned by nervous stimuli, and 
in this way it does not differ from other diseases. Dr. Peshkin 
presents a practical common sense discussion of the relationship 
between psychic and somatic factors which he says are generally 
known and appreciated by good practitioners. He stresses the 
effect of the disease (such as chronic asthma) on the emotional 
and psychic state of the child. Dr. Rudolf L. Baer presents 
a clearcut statement of his attitude. While admitting the 
influence of the nervous system on dermatoses, he states 
flatly that he has never seen a case of urticaria, atopic dermatitis 
or eczema in which psychic factors have been a major cause. 
One of the bits of advice worth remembering is, “One of the 
worst and most frequent mistakes made in evaluating psycho- 
somatic factors in dermatoses is to say that if one cannot find 
causal allergenic factors, the causal factor must be psychic.” 

This book is only what it purports to be—a panel discussion— 
and is worthy of reading by experienced allergists and other 
physicians whose maturity will protect them from hasty 
impressionism. 


Textbook for Almoners. By Dorothy Manchée, Almoner, St. Mary’s 
Hospital, London. With a foreword by Sir Alfred B. Howitt, C.V.0., M.D., 
President, Institute of Almoners. Cloth. Price, $7.50. Pp. 466, with 55 
illustrations. The Williams & Wilkins Company, Mt. Royal & Guilford 
Aves., Baltimore 2, 1947. 


Except for a brief summary of the development of medical 
social work in English hospitals and of the present status of 
practice and education, this is an enormously detailed handbook 
for the guidance of students and practitioners. Although directed 
to the practicing almoner, its tone is that of the preceptor, and 
the content is presented in an informal and elementary style. 
Instructions range from details regarding day by day job 
performance (including how to write letters) to specific guidance 
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in such basic functions as “cooperating with the medical staff.” 
Fully half the book is devoted to summary descriptions of the 
social agency services and social security benefits on which 
the hospital social worker may need to draw to secure necessary 
assistance for her patients. A concluding section defines and 
describes the diseases most likely to be encountered by a medical 
social worker with specific instruction regarding the kinds of 
social service the patient may require. 

Presumably this compilation was needed and will have value 
for the practicing hospital almoner in England. The fact that 
material of this sort has been so painstakingly accumulated 
attests to a need which has been met in the United States for 
many years through the publication of local directories of social 
agencies, “The Social Work Year Book” and specific agency 
manuals. One can, however, visualize the young almoner in 
the “single-handed post” turning gratefully to this compendium 
for information, as well as the wise counsel of a more experi- 
enced colleague. 

Perhaps the point of chief significance in this careful guide 
is the sharp contrast implicit between medical social practice 
in England and in the United States. Although in certain 
respects similarities are evident in the approach and in the stated 
functions of the English hospital almoner, the fact that a volume 
of this sort is considered necessary points to a lack of progress 
that is somewhat surprising in view of the interest that has 
been manifested in England in the teaching of social medicine 
and in the correlation of social and medical research. 

To the American student of medical social work—whether 
physician, hospital administrator or social worker—this book 
is valuable chiefly in revealing problems common to social work 
practice in any country in the development of a sound program 
of service in a hospital or health agency. Unfortunately these 


‘comparisons are implicit only, as there is no attempt to analyze 


the practice, formulate principles or offer more than general 
standards to guide the profession in its continued expansion. 
The careful analyses characteristic of studies of medical social 
work in the United States are absent in this text, which draws 
primarily on the experience of the author to set forth a some- 
what motley array of precepts and procedures. 


Human Embryology and Morphology. By Sir Arthur Keith. Sixth 
edition. Cloth. Price, $10. Pp. 690, with 578 illustrations. The 
Williams & Wilkins Co., Mt. Royal & Guilford Aves., Baltimore 2, 1948. 

The author presents the material in a survey form, and 
as such it may be of some use to medical students, particularly 
in view of the author’s notes and references to original articles 
cited at the end of each chapter. However, because of the 
simple content and superficial manner of presentation, it would 
seem better suited for use in premedical courses, such as 
comparative anatomy. This book would serve to supply 
fundamental facts to the reader, but could not be considered 
as a Satisfactory reference book. Numerous chapters have 
been revised over previous editions, and these alterations have 
served to bring the book fairly up to date. The figures are 
uniformly simple, and in this light the book lacks the 


impressiveness and perhaps the accuracy of its American 
counterparts. 


Critical Studies in Neurology. By F. M. R. Walshe, M.D. F.R.S., 
Physician to University College Hospital, London. [Reprinted from 
Brain and British Medical Journal.}] Cloth. Price, $4.50. Pp. 256, 
with 16 illustrations. The Williams & Wilkins Co., Mt. Royal & 
Guilford Aves., Baltimore 2, 1948. 

This book is well constructed from a pedagogic standpoint. 
It is impossible to give a brief résumé of the body of the book, 
which is a critical analysis of current teaching concerning 
the motor and sensory systems. That the author sometimes 
draws erroneous conclusions is not surprising, since he depends 
largely on data derived from the observations of others. Previous 
reviews have, on occasion, protested the author’s erroneous 
statements in another field in which he lacked personal 
experience. But erroneous conclusion does not invalidate the 
quest. It may and should lead to correction of the data. The 
thesis of this book is valid and timely. It should be required 
reading for every young physician who is thinking of specializing 
in the field of clinical neurology, whether medical or surgical. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


TREATMENT OF TRACHOMA 
To the Editor:—What are the details of modern treatment for trachoma? 
What is the prognosis in such therapy? 
Harry J. Weber, M.D., Pakistan, Asia. 


ANsweER.—Internal administration of a sulfonamide drug for 
an adequate period is generally accepted as the treatment of 
choice in trachoma. A level of at least 3 mg. per hundred cubic 
centimeters of blood should be maintained for fourteen days 
unless complete healing of the cornea has not occurred in that 
time. Infiltrates and punctate fluorescein-staining areas of the 
cornea should have disappeared before treatment is discontinued. 
Three to four grams of a sulfonamide compound by mouth daily 
is usually adequate. Healing of all stages of active trachoma 
usually occurs without other therapy. 

The treatment of healed trachoma is the treatment of com- 
plications and is usually surgical. 


HEREDITARY DEAFNESS AND MUTISM 
To the Editor:—What are the possibilities of transmission of deafness and 
mutism by a young man whose brother is a deaf mute? His paternal great 
grandmother had a deaf and mute offspring. Otherwise the family history 
is normal. May his fiancée safely marry him? M.D., Pennsylvania. 


ANswer.—Deaf-mutism consists in a profound loss of hearing 
early in life before speech has been learned. It may be acquired 
from an early childhood illness, from an intrauterine virus 
infection transmitted through the placenta as a result of a virus 
infection in the mother—German measles being the most fre- 
quent cause—or it may be due to an intrauterine cochlear 
damage from quinine, also transmitted through the placenta. 

There remain the cases of true transmissible hereditary 
degenerative changes in the inner ear which are inherited as a 
recessive mendelian characteristic. Eliminating other causes, 
the fact that the patient’s brother is a deaf mute suggests that 
the patient himself may be a carrier. According to mendelian 
law the chances are twice as great that he is a carrier than that 
he is not a carrier. as 

ESTROGEN IN GERIATRICS 
To the Editor:—What is the status of use of estrogen in geriatrics? 
sician discontinued use of estrogen in a patient age 72 whose 
and ovaries had been removed thirty-five or forty years ago. He states 
thot use of estrogen for over three or four weeks may cause congestion 
and inflammation in the pelvis. While taking the drug the patient 
experienced positive benefit in both physical and mental well-being and 
disappearance of a long-standing pruritus vulvae. Other medication, 
including tonics and vitamins, has not given comparable results. What 
ill effects could occur from the prolonged use of in prostatic 


cancer? M.D., California. 


ANswer.—Estrogen, in the average standard dose, is both 
safe and useful. Old age is not a contraindication. As a matter 
of fact, it possesses almost specific value in the treatment of 
prostatic cancer, particularly if the cancer has metastasized. 
Estrogen rarely leads to congestion or pelvic inflaramation. 
Occasionally it may cause a temporary enlargement and painful 
hypertrophy of the gland tissues of the female breast, which 
subsides with the discontinuance of the drug. Estrogen is there- 
fore useful, efficient and harmless. 


A phy- 
uterus 


INJECTION TREATMENT OF VARICOSE VEINS 
To the Editor:—What medication today is considered the safest for the 
injection treatment of varicose veins? 
L. Edward Giovine, M.D., Woodside, N. Y. 


Answer.—A desirable solution for the injection treatment of 
varicose veins is one which is nontoxic, not too viscous, not 
too caustic for the wall of the vessel and not productive of drug 
allergy. Potassium oleate, sodium ricinoleate (soricin®) and 
hypertonic sodium chloride solution are all useful. Far more 
important than the type of solution is a careful, truly intra- 
venous injection in the horizontal position and the knowledge 
of contraindications to this form of therapy, which are many. 
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ESTROGENS IN CANCEROGENESIS 
To the Editor:—Are there grounds for the belief that taking diethylstil- 
bestrol over a period may produce cancer? 
Howard N. Kingsford, M.D., Clearwater Beach, Fla. 


ANSWER. — Cancer has been produced in certain cancer- 
susceptible strains of mice by the administration of sex hor- 
mones, including diethylstilbestrol. This subject has been 
thoroughly reviewed by W. U. Gardner in “Endocrinology of 
Neoplastic Diseases,” edited by Twombly and Pack (New York, 
Oxford University Press, 1947). From the work of a large 
number of investigators it appears that three factors are neces- 
sary to induce breast cancer in mice: (1) a hereditary influénce, 
(2) the presence of the ovary or its secretions (or exogenous 
hormone such as diethylstilbestrol), and (3) the milk agent. 
Nathanson, in the reference cited, has emphasized that estrogens 
are not in themselves carcinogenic, but merely provide the 
substrate on which an exciting agent may act. 

Reports regarding the possible development of breast or 
uterine cancer in human females after prolonged administration 
of estrogens have appeared (Foote, F. W., and Stewart, F. W.: 
Ann. Surg. 121: 6-23, 1945; 121: 197-222, 1945; Allaben, G. R., 
and Owen, S. E.: J. A. M. A. 112: 1933, 1939; Auchincloss, H.., 
and Haagensen, C. D.: J. A. M. A. 114: 1517, 1940; Parsons, 
W. H., and McCall, E. F.: Surgery 9:790, 1941, and Stokes, 
E. M.: West. J. Surg. 56: 473, 1948). Proof that administra- 
tion of estrogen was a direct cause of the cancer is lacking, 
but certainly there is the possibility that it was contributory. 
Nathanson points out that with the large number of women 
now receiving estrogens over long periods one would expect 
the development of more cases of cancer if the hormone were 
directly responsible. As in the mouse, it seems more likely 
that estrogens may be a factor in the production of neoplasms 
provided factors such as heredity and other exciting agents 
are already present. 


CLEANSING OF WOUNDS 
To the Editor:—I\s the use of soap, water and peroxide combined recognized 
as an especially effective wound cleanser? 


A. A. Ashby, M.D., Fairmont, Neb. 


ANSWER.—An excellent treatise on the cleansing and treat- 
ment of wounds by W. L. Estes (Am. J. Surg. 47: 369, 1940) 
summarizes: “Efforts to treat an open wound to promote rapid 
healing without infection must be directed first to the control 
of hemorrhage and then to the removal of all debris and devital- 
ized tissue by irrigation with saline, but so gently, carefully, and 
thoroughly, as to wash out and rid the wound of every free 
necrotic bit, but not to damage the healthy tissue remaining. 
This is by far the most important element in the treatment. The 
most essential, adjunct is debridement or excision of all the 
devitalized and contaminated tissue that is not free and cannot 
be washed out. 

“Antiseptics are of value in skin disinfection, but in the 
treatment of the wound itself are seldom necessary, and their 
indiscriminate use may harm normal processes of repair. An 
antiseptic, however, would be an added safeguard in anaerobi- 
cally or soil contaminated wounds. In this category, it is sug- 
gested that Dakin’s solution may be used. An ideal antiseptic 
for use in open wounds should possess effective bactericidal 
action and be nontoxic to tissues and not interfere with or delay 
healing.” 

Since hydrogen peroxide solutions, in noncaustic concentra- 
tions, possess feeble and comparatively short germicidal activity, 
their greatest value probably lies in the ability of that oxidizing 
agent to remove dead organic matter from areas where 
mechanical removal would be difficult. 


PEYOTE 


To the Editor:—What can you tell me about peyote? |! have read that it is 
being used by the Indians of the Northwest. M.D. Massachuetts. 


ANSWER.—-Peyote is the name given to a species of cactus 
which contains a number of alkaloids, somie resembling morphine 
and others acting like strychnine. The principal active ingre- 
dient is mescaline (trimethoxyphenylmethylamine). The symp- 
toms arising from ingestion of this material, which consist of 
narcosis and cerebral stimulation, vary with dosage, and the 
state of the patient at time of consumption. The patient experi- 
ences visual symptoms consisting of constantly shifting flashes 
of brilliant color. Imperfect coordination of movements, retarded 
perception and errors in estimation of time also occur. An exal- 
tation appears to be produced by the mescaline component ; thus 
the action of peyote may resemble that of marihuana. Large 
doses depress respiration and may be fatal. 
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The drug is also alleged to produce analgesia localized i in the 
pelvic region and has been used by Indian tribes in obstetrics. 
The principal use of the drug is in conjunction with certain 
ceremonial rites of the Indians. 

A good discussion of the pharmacology of mescaline can be 
found in a paper by M. L. Tainter (J. Pharmacol. & Exper. 
Therap. 79: 42, 1943) and a discussion of its use and abuse by 
Indian tribes in the midwest will be found in the report of 
Braasch, Branton and Chesley, THe JourNaL, January 22, 
page 220. 


. AMPHETAMINE POISONING 

To the Editor:—A 23 year old man came to me after getting on a “cheap 
drunk ‘ by swallowing the complete contents of a benzedrine® inhaler. 
In about three hours he states he felt numb all over, due to the racemic 
amphetamine, 250 mg. He had tetany and near convulsions in the fol- 
lowing few hours. In a few days tachycardia developed, with extra sys- 
toles. He complained of inability to get his breath. A severe anxiety 
depression followed for several days. Eventually he improved on large 
doses of barbiturates and reassurance. What treatment would you use? 
Have fatal cases been reported? 

G. A. Curry, M.D., Morgantown, W. Va. 


ANSWER.—The amount of amphetamine ingested by this 
patient is uncertain. Although the inhalers, when packed, 
contain 250 mg. of the volatile racemic amphetamine base, it is 
possible that the inhaler may have been in use for some time 
and hence contained much less than the original amount. 
Detailed information on the misuse of amphetamines and other 
inhalers is provided in the comprehensive report of Monroe and 
Drell, “Oral Use of Stimulants Obtained from Inhalers,” (THE 
JOURNAL, Dec. 6, 1947, page 909). Individual response to the 
effects of amphetamine varies widely: Although collapse after 
large doses (30 to 450 mg.) has been reported, some patients 
have tolerated as much as 160 to 200 mg. a day, while several 
apparently normal subjects have collapsed after taking 30 mg. 
at one dose. Fatalities following the ingestion of amounts 
ranging from an estimated 40 mg. to 120 mg. have been reported 
by Hertzog and associates (THE JouRNAL, Jan. 23, 1943, page 
256), Smith (THE JourNnaL, Sept. 9, 1939, page 1022), and 
Gericke (THE JouRNAL, Aug. 1], 1945, page 1098). Barbiturates 
are recognized as useful in controlling overdosage of —e- 
amine and related compounds. 


PERSISTENT URETHRAL DISCHARGE 
To the Editor:—A 36 year old white man contracted gonorrhea - year ago 

He was treated with 2,400,000 units of penicillin because of Le 2 

pl which contained many pus cells but no organisms. He has 

consulted several physicians, including a competent urologist who di 

it as chronic prostatitis. He has received massive doses of penicillin, 

Streptomycin, sulfonamide compounds, several injections of oxophenarsine 

hydrochloride and prostatic massages and has used urethral irrigations 

of unknown type. Since all treatment known to me had been exhausted 

1 gave him a trial course of aureomycin, which apparently was without 

benefit. He still has a purulent exudate several mornings a week, but 

have never found intracellular organisms. Streptomycin tem- 

porarily arrests the condition, but it recurs when the drug is stopped. | 

would appreciate any aid you can give in the treatment of this patient. 
Gale D. Johnson, M.D., Dunn, N. C. 


ANSWER.—The patient who presents a persistent urethral 
discharge, which is nonspecific and does not respond to chemo- 
therapeutic measures, should have a careful check of his urethra. 

If there is a meatal atresia, a meatotomy should be performed. 
The caliber of the urethra must be established. The presence 
of a small urethra or of urethral strictures will require sounds. 
Poor drainage of the urethra is probably the cause of the 
urethral discharge. An infected urethral diverticulum may give 
such symptoms. Cystourethrograms should be made. Tricho- 
monads are at times the cause of persistent urethritis. Finally, 
allergic urethritis may be present, which should be treated with 
antihistaminics. 


RUTIN IN CORONARY DISEASE 
Will its continued use have a tendency to prevent future attacks? 
M.D., Pennsylvania. 


ANSWER.—We do not have knowledge to the effect that rutin 
is indicated in the treatment of coronary heart disease or that 
it has a tendency to prevent future attacks. Although hemor- 
rhagic lesions in the coronary artery wall may on occasion 
precipitate coronary occlusion, it is probable that thrombosis 
is produced more often by other factors which would not be 
helped in any way by the administration of rutin. Since it is 
not possible as a rule to differentiate these etiologic factors, 
there is no justification at the moment for advising its routine 
use in coronary heart disease. 


MINOR NOTES 
CURARE IN PARKINSONISM 


To the Editor:—Please furnish information on use of curare in symptomatic 
treatment of Parkinson's disease M.D., Minnesota. 


ANSWER.—Using a standardized preparation of curare 
(intocostrin,® Squibb) Bennet (Am. J. M. Sc. 202: 102, 1941) 
found that the rigidity in Parkinson’s disease is lessened and 
tremors disappear. The effects of the drug wear off within an 
hour and the former rigidity and tremors return. To achieve 
this transient result a curarizing dose had to be given which 
caused the patient to be unable to carry out any active move- 
ments. In order to prolong the curare effect a suspension of 
curare in oil has been used recently (d-tubocurarine chloride 
in peanut oil [Squibb]). Schlesinger 
(Bull, New York Acad. Med. 20, 1946) found a wide 
disparity in response and in line tolerated. Tremor was not 
effected but rigidity was partially alleviated. 

Curare in aqueous solution as well as curare in oil has been 
used by skilled neurologists in the treatment of Parkinson’s 
disease with disappointing results. Alarming toxic effects 
occurred before therapeutic results were noted. At present the 
atropine group of drugs is superior to curare or any other 
recently reported drugs with similar action. 


JOINT NOISES 
To the Editor:—A former patient states: ‘I creak in the joints and it’s 
getting me down. It started last spring and gets worse. My joints, espe- 
cially pelvic and hip joints, crunch when | move or turn over in bed. 
Roen My feet are getting longer all the time.” 
M.D., Oregon. 


ANSWER.—Snapping, popping, clicking or crunching of joints, 
in which the roentgenograms are normal, has no clinical sig- 
nificance. Just why this should occur in certain persons is not 
definitely known. It is most common in patients approaching 
middle age, but may occur occasionally in younger persons. 
In most instances, it is intermittent and the disturbing symptom 
may entirely disappear with time. Unless there is pain, there 
is no reason for alarm. The consistency of the synovial fluid 
as well as the amount of this lubricating material varies from 
time to time in any normal person. Only patients who are 
introspective are bothered much by such symptoms. If the 
statement can be verified that the feet are becoming longer or 
larger, the possibility of a pituitary tumor with beginning devel- 
opment of acromegaly should certainly be investigated. 


CONSTRUCTION OF PENIS 


To the Editor:—\s the construction of an artificial penis possible after 
emputative or partic! emputetion? M.D., Massachusetts. 


ANswer.—The construction of a new penis has been success- 
fully performed by Drs. R. T. Bergman, H. Howard and R. W. 
Barnes, of Los Angeles. However, Dr. Bergman and his 
associates were unable to do more than construct a penis which 
served as a water carrier; it had no active erectile function. 
The wimpus made by the late Reinhold Wappler was satisfac- 
tory in some cases in permitting of penetration. 

The only way to enlarge the organ and make it efficient is 
by the operation of Lowsley, which consists of shortening the 
ischiocavernosus (erector penis) muscles and the bulbocavern- 
osus muscle with chromic ribbon gut, which permits the slightest 
constriction with the maximum of erection. 


OBLITERATING ARTERIOSCLEROSIS 

To the Editor: male patient aged 68, with Buerger’s disease, has received 
intravenous in of typhoid vaccine, without any important chills or 

fever, in triweekly doses of 5, 10, 20, 20, 80, 100, 200, 300, 400 and 
million wane. What modifications of therapy do 
patient has had tetraethylammonium in 5 cc. doses. 


M.D., New York. 


male aged 68 has obliterating arteriosclerosis, 
with or without diabetes, in the overwhelming majority of 
cases. A diagnosis of Buerger’s disease at this age would 
have to rest on a thirty to forty year history of vascular occlu- 
sions, attacks of migrating phlebitis and absence of arterio- 
sclerosis in the retina, kidney or heart. Typhoid vaccine at this 
age may bring on acute vascular occlusions anywhere in the 
body. Tetraethylammonium is equally inadvisable because it 
may lower blood pressure and cause an extension of existing 
thrombotic processes at this age without sufficiently releasing 
vasomotor tone. data presented do not permit a diagnosis 
and hence do not allow therapeutic suggestions. Consultation 
with men especially interested in vascular disease is suggested. 


